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In many thousands of cases... 
In more than 3000 hospitals... 





( re i 0 S ; m effective in the control of bleeding 


SALICYLATE 


(brand of carbazochrome salicylate) 


Adrenosem Salicylate is unlike any 
It has 


been found useful in almost every branch 


hemostat heretofore available. 


of medicine and surgery. Case histories 
have been published on its successful use 
in such procedures and conditions as: 
Tonsillectomy, adenoidectomy and 
nasopharynx surgery 

Prostatic, bladder and transurethral 


surgery 


BRISTOL, TENNESSEE 


Excessive postpartum bleeding and uter- 
ine bleeding 
Thoracic surgery 
Gastrointestinal bleeding 
Also: Idiopathic purpura 
Retinal hemorrhage 
Familial telangiectasia 
Epistaxis 
Hemoptysis 


Hematuria 


THE S. E. 


NEW YORK ° KANSAS 


CITY ° 


Pulmonary bleeding 
Metrorrhagia and menorrhagia 


Suppliedin ampuls, tablets, and as a syrup 


Write for comprehensive illustrated brochure describing 
the action and uses of Adrenosem Salicylate. 
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MASSENGILL COMPANY 


SAN FRANCISCO 
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I el le al BD) 
PATIENT RECOVERY... 


ee oe Oe ON oe oe 


NUTRITIONAL DEMANDS 


NEW MI-CEBRIN. T. _*sseezzss 


THE 
EXTENDED-RANGE 
THERAPEUTIC 
VITAMIN-MINERAL 


TABLET 


*B,, ABSORPTION BOOSTER 
Each Tablet Mi-Cebrin T provides 
Thien eens (6 15 mg Intrinsic Factor Concentrate, Lilly, 
Riboflavin (B,) 1¢ win 
Pyridoxine Hydrochloride (6, 2 mg boosts” the absorption of vitamin B,,, 
Pantothenic Acid (as Ca 
Pantothenate, Racemic 
pepe i Ravivaient 18 meo whose absorptive ability is impaired. 
plus sufficient Intrinsic Fact 
trate to produce activity equiv 
that of 1/2 U.S.P. APA unit 
Folic Acid 
Ascorbic Acid (as Sodiun 
Alphatocopherol 
(as Alphatocophery! Suc 
Vitamin A Synthet 
Vitamin D Syr thetic 


parti¢ularly in those elderly patients 


Am. J. Clin. Nutrition, 5:651, 1957 


Contains also approximately 

lron (as Ferrous Sulfate 1§ 

Copper (as the Sulfate 1 mg ie 

lodinie (ad Potassium iodide 16me AND COMPANY 
Cobalt (as the Sulfate 1 mg 

Boron (as Boric Acid ) ng NDIANAPOLIS 6 
Manganese (as the Glycerophosr ? 1 ) 

Magnesium (as the Oxide } INDIANA, U.S.A 
Molybdenum (as Ammor t pf 

Potassium (as the Chloride 

Alstom €-t-w il-M Clalielalel 3) 


Dosage: 1 tablet daily, « 
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N OW. e e with LINDE’s expanded service 





ivi 


..e-more hospitals can have LIQUID OXYGEN! 


LiINDE’s new ATX liquid oxygen storage and con- 
verter unit is just what many hospitals have been 
waiting for! It offers the greater convenience, effi- 
ciency and economy of a liquid oxygen system. 

Liquid oxygen for the ATX unit is supplied by 
your local LINDE distributor as well as directly 
from LinpE. The unit can be installed on a level 
area of 5x5 feet. No capital investment on your 
part is required. 

If your location or consumption rate has made 
it impractical for you to utilize oxygen in liquid 
form, find out now whether you can benefit from 


this new ATX unit with local service. 





For information, call your nearby LINDE Distrib- 
utor or LINDE office. Or write Dept. HS-10, LInpE 
ComPANY. Division of Union Carbide Corporation, 
30 East 42nd Street, New York 17. N. Y. Offices in 
other principal cities. In Canada: Linde Company, 
Division of Union Carbide Canada Limited. 


" Ti ire). 
trite voy -V\-1=)| 2) = 


The terms “Linde” and “Union Carbide” are registered trade-marks of Union Carbide Corporation. 
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ODORLE 


CLEANING 
AND DISINFECTING 


At last a cleaner germicide that really cleans and 
really disinfects—both without the strong or offen- 
sive odors left by phenols or pine oils. 


Now for the first time Johnson’s Wax combines 
an odorless quaternary germicide with a non-ionic - 
detergent to produce the one completely differ- 
ent cleaner-germicide concentrate . . . completely 
different because it is actually three unique and 


powerful products built into one: Cleans JOHNSON/S wAXx 


blue chip cleans completely... 
blue chip disinfects thoroughly ... PF iG 
blue chip deodorizes effectively 'Sinfacts 


... does all three jobs at the SAME time—EVERY de 
time you use it... on floors, walls, woodwork, Wdotizes 4 
Tole] | o)sal-14) Om ge] am ol cele) Me) Mm =i (0 1-MOllloMle.-lalelau- liom 


call your local Johnson's Wax distributor...or write “ concemTmarts ‘ 
Sanitizes cle aner + gasps y ger pos ” 


90° 
FOR sLooms. waits “ 


*Blue Chip in the bottle contains a light, pleasant scent. This 
scent entirely disappears shortly after application. 


JOHNSON'S 4 WAX 
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hospital association meetings 


NATIONAL HOSPITAL ASSOCIATIONS (THROUGH SEPTEMBER 1959) 





American Hospital Association American Protestant Hospital Associa- 


1959 Midyear Conference of Hospital tion—January 27-30; St. Louis (Jef- 


Association Presidents and Secretaries ferson Hotel) 
—February 4-5; Chicago (Palmer Catholic Hospital Association—May 3] - 
June 4; St. Louis (Kiel Auditorium) 


House) 

1959 Annual Convention — August peng st of pm rece ge 0% 
4.27 - ; — y -30; 
24-27; New York City (Coliseum; St. Louis (Sheraton-Jefferson Hote!) 


Statler Hotel) 


1960 Annual Conventicn — August REGIONAL MEETINGS 
29-September 1; San Francisco (Civic (THROUGH SEPTEMBER 1959) 


Auditorium) Association of Western Hospitals—May 













EVERY 
BOTTLE 
IN EASY 
REACH 


in the... 








The revolving shelves in the Jewett Cylin- 
drical Blood Bank put every bottle in front 
...in sight...in easy reach! Any bottle can 
be removed immediately without disturbing 
the separation of blood cells from the plasma 
in any other bottle. Every label can be read 
easily insuring the use of the oldest blood 
first. All these features are yours in less than 
half the space needed for ordinary refrig- 
erators of equal capacities. Two models avail- 
able, Model #1 for hospitals maintaining 
large blood banking facilities; Model #2 
(illustrated) for smaller hospitals. 






RECORDING THERMOMETER 


Available as an added feature; 
gives you a continuous accur- 
ate, permanent record of stored 
blood temperature. 


WRITE DEPARTMENT H 


REFRIGERATOR 
COMPANY, INC. 
BUFFALO 13. N.Y. 





MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 








4-7; Salt Lake City, Utah (Utah Ho- 
tel) 

Carolinas-Virginias Hospital Conference 
—-April 16-17; Roanoke, Va. (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association— November 3-5; 
Washington (Shoreham Hotel) 

Mid-West Hospital Association April 
1-3; Kansas City, Mo. (Municipal 
Auditorium; President Hotel) 

Middle Atlantic Hospital Assembly 
May 20-22; Atlantic City, N. J 
(Convention Hall) 

New England Hospital Assembly-—March 
23-25; Boston (Statler Hotel) 

Southeastern Hospital Conference—Apri! 
8-10; Atlanta (Atlanta-Biltmore Ho- 
tel) 

Tri-State Hospital Assembly April 
27-29; Chicago (Palmer House) 

Upper Midwest Hospital Conference 
May 13-15; Minneapolis (Minne- 
apolis Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH MARCH 1959) 


Alabama Hospital Association——January 
23-24; Mobile (Admiral Semmes Ho- 
tel) 

Associated Hospitals of Alberta——October 
21-23; Edmonton (Jubilee Audi- 
torium) 

Arizona Hospital Association-—November 
13-14; Phoenix (Westward-Ho Hotel) 

British Columbia Hospital Association 
October 28-31; Vancouver (Van- 
couver Hotel) 

California Hospital Association——October 
22-24; Santa Barbara (Biltmore and 
Miramar Hotels) 

Colorado Hospital Association— October 
9-10; Denver (Cosmopolitan Hotel) 

Florida Hospital Association— November 
20-21; West Palm Beach (George 
Washington and Pennsylvania Hotels 

Georgia Hospital Association—March 5- 
6; Augusta (Bon Air Hotel) 

Idaho Hospital Association October 
20-21; Boise (Elks Temple) 

Illinois Hospital Association—December 
4-5; Springfield (Abraham Lincoln 
Hotel) 

Indiana Hospital Association October 
8-9; Indianapolis (Indiana University 
Student Union Building) 

Kansas Hospital Association—-November 
13-14; Hutchinson (Baker Hotel) 
Kentucky Hospital Association March 
31-April 2; Lexington (Phoenix Ho- 

tel) 

Louisiana Hospital Association March 
5-7; Baton Rouge (Bellemont Motor 
Hotel) 

Minnesota Hospital Association—Novem 
ber 7; St. Paul (Lowry Hotel) 

Mississippi Hospital Association——Octo- 
ber 23-24; Jackson (Hotel Heidel- 
berg) 

Missouri Hospital Association—Novem- 
ber 19-21; Kansas City (President 
Hotel) 

Nebraska Hospital Association—October 
23-24; Omaha (Sheraton-Fontenelle 
Hotel) 

Oklahoma Hospital Association—Novem- 
ber 6-7; Oklahoma City (Skirvin Ho- 
tel) 

(Continued on page 118) 
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Sufficient detergency to 
satisfy the Housekeeper, 
efficient disinfection 
to satisfy the Profes- 
sional Staff, lighter 
labor costs to satisfy 
the Administrator, and 
minimum costs of best 
supplies to satisfy you 
- Tergisyl offers all. 








PURCHASING 
AGENT 


























SURGICAL 
STAFF 




















Best defense against 
spread of staph is 
careful attention to 
total environmental 
asepsis, including 
floors. With the 
Tergisyl method, effi- 
cient general disinfec- 
tion is simultaneous 
with routine cleaning. 


O}O 


NO ADMITTANCE 

















Keeping the 0.R. "clean" in 
every sense of the word is 
easier, quicker with the new 
Tergisyl technic. Efficient 
disinfection and dependable 


Lehn & Fink's new weapon vovsenceren 
to combat cross infection 





For every 100,000 square feet 
of floor space in your hospi- 
tal now cleaned and then 

poner tong disinfected by man-and-mop- 

on cness and-pail, you can save as much 
INFECTION as 5 man days per week, or 

40 man hours, by adopting the 
one-step Tergisyl method. 

















.) 





ADMINISTRATOR 











Better control of cross 


infection through simpli- Com i 
: plete twice the work in 
aoe procnenes is O half the time — and save 
possible uate ae money on both labor and 
one-step Tergisyl method materials. One-ste» 
of disinfecting and Tergisyl cleaning proce- 
cleaning. Reservoirs of dure — which includes 
staph, other common = dependable disinfection - is 
pathogens, and TB bacilli quickly accepted, easier 
are destroyed routinely, to follow 

efficiently with less effort. 












































Tergisyl. 


DETERGENT—DISINFECTANT 


Cuts labor cost 47% 


(by mop-and-pail method) 


Cuts labor cost 22% 


(by machine scrubbing-vacuum method) 


Cuts material cost 5%to10% 


(using either of above cleaning-disinfecting methods) 


detergency are combined in one 


cleaning step to achieve 


environmental asepsis you can 
be proud of. Has no effect on 


conductivity. 
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For details of comparative time studies 


under actual hospital conditions— 





Comparative time studies of Tergisyl vs. conventional method 
washing and disinfecting using mop-and-pail technics. One-step 
Tergisyl method reduced the man-time required by 47%. Actual time 
saved was approximately 25 minutes per 1,000 square feet of floor 
area—a labor saving of 125 man hours or 15 man days per week in a 
300-bed hospital. 


Comparative time studies of Tergisyl vs. conventional machine 
scrubbing vacuum pickup, and mop-and-pail application of disin- 
fectant. One-step Tergisyl method reduced the man-time required by 
22%. Actual time saved was approximately 23 minutes per 1,000 
square feet of floor area—a labor saving of 20 man hours or 244 man 
days each week in areas of heavy soil in a 300-bed hospital. 


Comparative cleaning and disinfecting efficiency of Tergisyl vs. 
conventional method. Subsequent inspection showed greater clean- 
ing ability for Tergisy! than the detergent previously judged accept- 
able by the hospital. “Before” and “after” bacteriological tests 
confirm germicidal efficiency of Tergisyl. 


8 


Three years of research backed by over 


sixty years of experience have produced 


Tergisyl , detergent-disinfectant 


Since control of cross infection, especially from Staph, 
has become a major problem for hospitals, Lehn & 
Fink has felt an increasing responsibility to do every- 
thing possible to aid in this fight. Producing the most 
efficient disinfectants for hospital use has been our 
chief concern for many years. In addition, we have 
tried to supply these disinfectants in as practical and 
easy-to-use a form as possible so that the hospital 
could devote its attention to actual medical and surgi- 
cal care of the patient. 


Seriousness of the Staph problem has now made more 
adequate and dependable disinfection a necessary 
part of patient care. Development of Tergisyl, com- 
bining the comprehensive bactericidal, fungicidal, 
tuberculocidal efficiency you have come to expect of 
our products with sufficient detergency to clean even 
heavy soil satisfactorily, took many years of research. 
An independent research organization has confirmed 
our findings under actual hospital conditions.* But 
the most convincing test of Tergisyl’s labor-saving 
advantages is use in your own hospital. We hope you 
will try it. Why not write immediately for your free 
sample and literature? 


*Details of report available on request. 








For metered mixing of Tergisyl and water in the 
proper proportions directly from the faucet — 
Use the L& F ECONOMIX’” PROPORTIONER 


No more mixing and measuring. 
With the press of a button, 

the right proportion of Tergisyl is 
automatically released with 

the cleaning water. A carefully 
designed, stainless steel 
attachment which saves time, 
assures efficient use dilution every 
time. Same faucet can still 

be used for clear water. 











Write for Tergisyl brochure and additional 


information about the convenient Economix. 


Lehn & Fink @ Professional 


445 PARK AVENUE, NEW YORK 22,N ¥ 
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NOW-electron beam sterilized < 


IN THE EASIEST HANDLING 
SUTURE PACKAGE EVER! 


ETHICON 
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new, lifesaving 
Furadantin’ 


intravenous solution 
for severe infections 


A WIDE RANGE OF 

CLINICAL USEFULNESS... 

in systemic infections such as septicemia (bactere- 
mia), peritonitis, and other bacterial infections as of 
postoperative wounds and abscesses. Jn severe geni- 
tourinary tract infections when the patient is unable 
to take FURADANTIN per os. 


.»» AND A WIDE RANGE OF 
BACTERICIDAL EFFECTIVENESS... 
wide-spectrum activity against most common patho- 
gens e Clinically effective against many antibiotic- 
or sulfonamide-resistant genera such as Aerobacter, 
Staphylococcus, Proteus, and certain strains of 


Pseudomonas. 
»+»- WITH CERTAIN UNIQUE ADVANTAGES 


e negligible development of bacterial resistance 
e no reports of renal, hematopoietic or hepatic toxi- 
city eno monilial superinfection e safe for continu- 
ous use without danger of thrombophlebitis 

Full dosage instructions and discussion of indications 
and side effects are enclosed in each package. 
FURADANTIN Intravenous Solution is available to all 
hospital pharmacies. 


NITROFURANS=—a new class of antimicrobials— ea Ye 
neither antibiotics nor sulfonamides a 


EATON LABORATORIES, NORWICH, NEW YORK 





* “We use disposable TUBEX injectables to save 


labor and money all through the hospital.” 


TUBEX injectables save labor, time, and 
money—in a period of rapidly rising hospital 
costs. This is proved in hospital studies.' The 
TUBEX principle definitely increases efficiency 
at many hospital levels. It simplifies account- 
ing procedures. It provides better, simpler con- 
trol of narcotics and inventory. It eliminates 
the injectable work of central sterile supply. 
It abolishes medication preparation. It per- 
mits more efficient use of nurses’ time. And it 
removes a primary source of serum hepatitis. 


TUBEX disposable units supply at least 
75% of the medications required in hos- 
pital injection. 


1. Hunter, J.A., et al.: Hosp. Management 81:82 
(March) 1956, 81:80 (April) 1956, 83:86 (March 
1957. Reprints are available from your Wyeth Terri- 
tory Manager or write Wyeth, P.O. Box 8299, Phila- 
delphia 1, Pa. 


yes Mtl -1—> 4 


TUBEX... your largest line of 
closed-system medications 


















Eli Schlossberg, chief pharmacist 
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tation, Department of Health, Edu- 
cation, and Welfare 

Dr. Hatcher received his B.A 


Learn how to wrap your 






dressings loosely, how to 






pack them into the autoclave 















M.D., and C.M. degrees at McGill chamber properly and to 
University, Montreal, and a di- watch all the gauges and in- j 
ploma in public health from the struments during the sterili- 
University of Toronto. zation. It will give you 
He is a fellow of the American sterile dressings today. 





Public Health Association and a 





member of the Canadian Medical But tomorrow—someone else runs the autoclave. Will she be 





and Public Health Associations ‘ , . ; 
as careful as you are? ... Diack Controls are for people who 





know that sterilization is only as perfect as the person who 





Malcolm G. Taylor, Ph.D., describes 
the effects of the Canadian na- 
tional hospital insurance program which is bound to occur; if not teday—then tomorrow. 


runs the autoclave—that Diack Controls check that slip-up 







on hospital organization and oper- 
ation in his article on p. 48. Mr. 





Taylor is associate professor of SMITH & UNDERWOOD 
political science and a special lec- ROYAL OAK, MICHIGAN 


turer in the School of Public 
Health at the University of Toron- 
to, Ontario, Canada. 

Mr. Taylor is well versed in 







Sole Manufacturers of Diack Controls and Inform Controls 
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this 
sulfa tablet 
works 
24 hours 
a day 





MIDICEL reduces the hazard of blood level “fall-off” due to forgotten or 
omitted doses, common with multi-dose sulfa preparations. A single tablet 
provides continuous, therapeutic blood levels for 24 hours—assuring con- 


stant bacteriostasis. 


€ i = A distinct advance in sul- 
fonamide therapy, MIDICEL 
' / C F: affords definite clinical advan- 
tages: I tablet-a-day schedule 


(sulfamethoxypyridazine, Parke-Davis) 


—greater convenience and economy for patients - rapid effect—prompt 
absorption - prolonged action— adequate plasma concentrations sustained 
day and night with | tablet daily - wide antibacterial effectiveness —in 
urinary tract infections, upper respiratory infections, bacillary dysenteries, 
and surgical and soft tissue infections, due to sulfonamide-sensitive organ- 
isms + well tolerated —low dosage and high solubility minimize possibility 
of crystalluria. 

Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate 
infections, or 4 tablets (2 Gm.) for severe infections. Maintenance—1 tablet 
(0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for 
details of dosage and administration. Available: Quarter-scored tablets of 


0.5 Gm., bottles of 24, 100, and 1,000. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 





Manually Operated Now 
...Hasy Conversion to 
Electric Operation 


Later on 4 











HARD’S NEW 
UNI-CRANK MULTI-HITE BED 
1493-PG 


e Single crank is permanently attached at foot end. 


e Easy to operate, needs only 29 turns to fully 
elevate or lower entire bed. 


e Exclusive Fulcrumatic Action reduces compli- 
cated gearing, insures safe, quiet operation. 


e Easy to convert to electric operation when 
desired. 


Standard accessories include: SAFETY 
Fittings for 1516-PG Slida-Sides TESTED 
Chrome Baffle covers : 
3” BB casters 


Contact Your Hospital Supply Dealer or write 


HARD MANUFACTURING COMPANY 
117 Tonawanda Street, Buffalo 7, New York 
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AT SPECIAL DISEASE CONFERENCE— 








digest of NEWS 








‘Staph’ Curbing Procedures Recommended 


Measures to curb antibiotic-resistant 


hospital-spread staphylococcal 


infections have been proposed at the National Conference on Staphylo- 


coccal Disease. 


The conference, sponsored by the Public Health Service and the Na- 


tional 
representatives of 59 
organizations and 


tended by 
professional 
other experts on various aspects 
of the infection problem. 

Hospital administrators at the 
conference reported a _ growing 
awareness that open recognition of 
the problem will contribute to its 
control; fear had been expressed 
that letting the public know about 
the problem might deter some peo- 
ple from getting needed hospital 
care. 

Major 
that: 

1. Infections control committees 
be organized in all hospitals. The 
committees, the conference mem- 
bers agreed, should include repre- 
sentatives from all services and 


recommendations were 


divisions, should meet at regular 
intervals, and should have suffi- 
cient authority to investigate in- 
fections and establish and enforce 
hospital policies. 

2. An “infection log’ be created 
All infections and pertinent data 
would be recorded in this log. 

3. A plan be established whereby 
all personnel with boils or other 
active staphylococcal lesions or 
who are known to be carriers of 
dangerous and epidemic strains 
will be excluded from contact with 
patients. 

4. A local plan be established to 
set up criteria for discriminating 
use of antibiotics in medical and 
surgical treatment. Routine use of 
antibiotics to prevent possible in- 
fection in patients was considered 
highly undesirable. 

5. Arrangements be made for 
storage of staphylococcal cultures. 

6. Infected patients 
isolated, especially those with pul- 
monary and skin infections, even 
if isolation facilities must be ex- 


should be 


panded. It was suggested that there 


be more emphasis on home care, 
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Research Council, took place in Atlanta Sept. 15-17. It was at- 


rather than hospital care, for peo- 
ple particularly vulnerable to 
staphylococcal infection 

7. Special precautions be taken 
in nurseries for the newborn, such 
as elimination of overcrowding 
and maintenance of rigid sanitary 
standards. Bathing babies imme- 
diately after birth with an anti- 
septic such as hexachlorophene was 
also recommended. 

Sample surveys of families at 
intervals after their ba- 
from 
Such 


regula! 


bies have been discharged 


the hospital were advised. 
surveys would help detect nurs- 
ery acquired infection at an early 
stage, preventing further spread, 
and would alert the hospital to an 
infection problem which it may 
not have recognized because of the 
late appearance of the symptoms 
continuous 
developed 
subprofes- 


8. Intensive and 
training programs be 
for professional and 
sional members of hospital staffs 

9: Laboratory services for phage 
typing be strengthened 

10. Research be expanded to de- 


termine factors governing the 
spread of infection and how hos- 
pitals and hospital equipment may 


be designed to curtail their spread 





> HOSPITAL PRACTICES INVESTIGATED IN 
CALIFORNIA—The Subcommittee on 
Hospitals of the California legis- 
lature’s Committee on Public 
Health heard testimony on Aug 
30 relating to critical comments 
made about hospital and medical 
practices in a report submitted to 
the California Medical Association 
by an outside consultant. 

The report, originally intended 


to be a comparison of hospital 


medical staffs having hign rates 
of malpractice suits with those 
having low rates, contains infor- 


mation which points toward al- 
leged medical malpractice and fal- 
sification of hospital records 

The California Medical Associa- 
tion testified before the subcom- 
mittee that the report had been 
released prematurely, that it had 
not conducted the study but had 
it, that the 


merely authorized 


charges in it were partially based 
on hearsay testimony (as was 
pointed out in the report), and that 
the press had magnified the wors 
aspects of the report without study- 
ing it fully 

In his report for the state medi- 
cal association, consulting psychol- 
ogist Richard H. Blum stated that 
hospitals falsified 


some records, 





Administrative Assistance 





HAROLD T. NORMAN, administrator of Children's Hospital of the East Bay, Oakland, Calif., 


pushes a cartload of milk into his hospital during a three-week strike, affecting eight hospi- 
tals in the area, which ended Sept. 10. Some 900 hospital workers had been on strike 
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did not review medical practices 
properly, failed to evaluate quali- 
fications of staff members ade- 
quately, used poor administrative 
methods, and had poor employee 
morale. 

The report charged that, in gen- 
eral, review of medical staff prac- 
tices, even in hospitals with few 
malpractice suits, is inadequate 
and ineffective. Mr. Blum recom- 
mended that a review board be 
established to implement his re- 
port, that independent auditors be 
appointed “to reduce the likeli- 


hood of the deliberate falsification 
of careless handling of records en- 
countered during this study, that 
doctors be policed, that support 
be given to experimental programs 
for revising hospital organization, 
and that additional funds be ap- 
propriated for the “state agencies 
concerned with investigating hos- 
pitals with questionable fiscal 
practices.” 

James E. Ludlam, attorney tes- 
tifying for the California Hospital 
Association, said that the state 
group was not consulted about the 








OLIUM 


the Glycol-ized 
AIR FRESHENER 


SPRAYS AWAY OFFENSIVE ODORS INSTANTLY! 





Quickly dispels odors 


resulting from 


* THIRD DEGREE BURNS + BEDPANS 


* CANCER + COLOSTOMIES 


* ETHER + GANGRENE 


* PAINT 


* LAUNORY 4 KITCHEN +* RADIOLOGY OEFT. 


Also rids the air of smoke and 


reduces air-borne bacteria. 


* PATHOLOGY DEFT. 





No. 500 “‘Personal Size’’ OZIUM Dispenser 
conveniently fits in nurse’s pocket or in 


patient's bedside table drawer. 


For larger space areas, No. 3000 OZIUM 
Dispenser assures 3,000 or more ‘King Size” 
Individual Measured Sprays. 


SUDPD 


demonstrat 








NEW No. 500 
Patented Meter Valve 
Assures 500 Individual 
Measured Sprays. 


Manufactured by WOODLETS INC. 
2048 Niagara Street, Buffaio 7, N.Y. 








learned of it 


study and only 
through the newspapers. He 
pointed to a number of different 
programs carried on by CHA to 
demonstrate that the hospitals of 
the state are doing their utmost to 
improve patient care. 

The hospitals in the study were 
not identified. The subcommittee 
has issued no report on its hear- 
ings. 


> AMA OUTLINES ASPECTS OF CARING 
FOR AGED—The American Medical 
Association sponsored a Planning 
Conference on Medical Society Ac- 
tion in the Field of Aging on Sept. 
13-14 in Chicago. 

AMA, in presenting its program 
for older persons, stated that be- 
cause of the present and antici- 
pated size of the aged population 
it is imperative that medical soci- 
eties at all levels foster efforts 
aimed at: 

1. Stimulation of a realistic atti- 
tude toward aging by all people. 

2. Extension of effective methods 
of financing health care for the 
aged. 

3. Expansion of skilled-personnel 
training programs and improve- 
ment of medical and related facil- 
ities for older people. 
health 
nance programs and wider use of 


4. Promotion of mainte- 
restorative and rehabilitation serv- 
ices. 

5. Amplification of medical and 
socio-medical research in problems 
of the aging. 

6. Cooperation in Community pro- 
grams for senior citizens. 

State and local medical societies 
have been urged to establish com- 
mittees on aging capable of provid- 
ing leadership at the levels where, 
the association stated, this program 
ultimately must be implemented. 

The associatior also stated that 
it has recommended that there be 
greater use of Hill-Burton 
struction funds in building nursing 
homes and chronic disease units 
in general hospitals and that an 
FHA-type loan be extended to 
nonprofit and proprietary health 
facilities serving the aged. 

Dr. Edwin L. Crosby, director 
ot the American Hospital Associa- 
tion, described AHA’s contribu- 
tions to research in the field of the 


con- 


aged and expressed concern about 
financing the proper number of in- 
stitutions to care for the aged. 
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A rule in hundreds of hospitals 


Aways check | ! 


before giving any 
medication or treatment” 


Today the Ident-A-Band “check” is 
standard procedure in leading hospitals 
everywhere. It alerts the hospital staff to 
the importance of checking patient iden- 
tity before medication, before lab work 
and above all before surgery. 

Ident-A-Band meets all recommenda- 
tions recently approved by the American 
Hospital Association for “physical iden- 
tification of all hospital patients.” 

Responsible administrators and nurses 
know that when each patient wears an 
Ident-A-Band...all patients are protected! 


Ident-A-Band prevents mixups! 


q 
y) om 


ws 
Ne he 


It's skin soft... 


So soft and comfortable the patient forgets the 
band is there. Won't bother even the tender 
skin of the newborn. 


It's sealed on... 


Completely reliable because it’s put on to stay 
on. It cannot be removed without destroying 
the band. 


4 HoLListeR. 


FRANKLIN C. HOLLISTER CO. 
833 NO.ORLEANS ST., CHICAGO 10, ILL. 











1 No Mess . . . just press! 


In the delivery room, bring the 
little foot into contact with the 
plate 2 or 3 times to transfer a 
thin film of color to the entire 
sole of the foot 


2 Apply foot to chart sheet 


with a heel-to-toe motion for 
just am instant and there's the 
footprint! Repeat the procedure 
with the other foot. Then take 
the mother's right thumb or in 
dex fingerprint on the same 
chart sheet 


3 Perfect prints in seconds 


Make sure lines are sharp and 
valleys are clear — most impor- 
tant in taking baby prints. Hol- 
lister Kromekote chart sheets 
yield the best print of all 


4 No messy clean-up! 


Sponge feet to remove traces of 
color that may remain on baby’s 
skin. There’s no messy ink and 
roller . . . no dirty hands 

no soiling of uniforms! 


Actual Size 


Footprinting the newborn... 
... Now can be positive! 


the Bot Printer Fiollister 


Recent tests* proved that the Hollister FootPrinter produced 84% 
identifiable prints as compared with 34.9% and 14% produced by 
other methods. In fact, ridge structure was shown in 100% of the 
FootPrinter prints when made on Kromekote high gloss paper! An 
important reason why the Hollister FootPrinter is used today in over 
2,000 hospitals in the United States and Canada. 


*Reported in Hospitals, Journal of the American Hospital Association, Aug. 16, 1957. 


FRANKLIN C. HOLLISTER COMPANY 
833 NORTH ORLEANS ST., CHICAGO 10, ILLINOIS 










AMERICAN HOSPITAL ASSOCIATION 


DIRECTORY OF OFFICERS, 







COUNCILS AND COMMITTEES FOR 1959 





This directory lists the officers, councils and committees of the Association 
for the year which began at the close of the 1958 Annual Meeting in August 
and which will end at the close of the 1959 Annual Meeting. 









The pages of this special section have been perforated so that they may be 






removed from the magazine for convenient reference during the coming year 
You may wish to insert this section in your copy of the August 1958 Guide 
Issue, Part 2, since it completes the AHA directory material in that issue. 







Most of the appointments in this directory are for one-year terms. Where the 







appointment is for more than one year, the year of termination is shown. 






COORDINATING COUNCIL 





OFFICERS 






President 


A 







wv) 





President-Elect Term Expires 1959 
R A WN a Ww Hank } . - 4 . 
, A F akan B 






Re 


Immediate Past President 






kn 1¢ Term Expires 1960 






Treasurer 
N. Hatfield, Passavant Memo 











_ STANDING COMMITTEE 


Secretary 












Committee on Nominations 








BOARD OF TRUSTEES lege yg oa en 
Mempt =>? Term Expires 1959 
Roy Amberg. ex off University of srence E. Wonnacott. Or. W.H.G $ a _ 


Minnesota Hospitals, Minneaps 
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Term Expires 1960 
Ray E. Brown, University 
Chicago 37 


Term Expires 1962 
Whitecotto 


Mospita 


COMMITTEES OF THE BOARD 


Committee on Awards 
DP eomean 
/ y 

Committee on Bylaws 
The uncil on Asso 


ttee on Bylaw 


Committee on Finance 


Committee on Listings 


Edwin 


Term Expires 1960 
F R. Bradley 


Term Expires 1961 
Ray E. Browr University 
Albert W. Snoke, M.D 


nunity Hospital, New Haven 4 


Subcommittee on Hospital Architects’ Quali- 


fications 


na Memori 


BN. 
Roscoe P. DeWitt, ar 
Ave., Dallas |, Tex. 
Term Expires 1961 
Raymond W. Brooke, Wyckoff Heights 
Brooklyn 37, N. Y. 
E. Todd Wheeler, Perkins and W 
son Bivd., Chicago 6 


Committee on Membership 


The Council on Association Service 
Committee on Membership. 


22 


Cc ittee on ions 

The Board of Trustees acts as a referral com 
mittee to which resolutions shall be submitted 
prior to being placed before the House of 
Delegate 





Representatives to Joint Committees and Joint 
Commissions with Other Organizations 


Inter-Association Committee on Health, Repre- 
senting American Dental Association, Ameri- 
can Hospital Association, American Medical 
Association, American Nurses’ Association, 
American Public Health Association, and 
American Public Welfare Association 

Minnesota Hospitals, 
ex officic 
y, M.D., American Hospital Asso 
Chicago 10, ex officio 
: Nelson, M.D., Johns Hopkins Hospital 
Baltimore o ex off, fo) 

Joint Advisory Committee of Nine, Represent- 
ing American Hospital Association, American 
Protestant Hospital Association, and Catho- 
lic Hospital Association 

Ray Amberg, 
Minneapo 
i Cc verki, . Henry Ford Hospital 


niversity of Minnesota Hospitals 


Johns Hopkins Hospital 


Joint Commission on Accreditation of Hospitals 


regularly appointed members the 


pf 
of the years 


Joint Committee of Trustees with American 
Medical Association 
hairmor $ AHA 
of Minnesota 
sby 


Joint Committee on Medical Professional Lia- 
bility with American Medical Association 
Ray E. Brown, University of Chica Clir 


Augu 


Joint Committee with American College of 
Hospital Administrators 


Joint Council to Improve the Health Care 
the Aged 


COUNCIL ON ADMINISTRATIVE 
PRACTICE 


niey A. Fergu 


Cleveland, C 


Term Expires 1959 
Sister Mar 


Term Expires 1960 


r ace M. Cardwe 


Hospital of the 
of Pennsylvania 


Hospita 
Il, Ala, 


Term Expires 1961 
Mark Berke, Mount 

Center, San Francisc 15 
James M. Crews, Methodist 


4, Tenn. 


William K. Klein, Long Island 
rooklyn |, N. Y. 


Secretary: Richard L. Johnson, 
pital Association, Chicago 10 


Committee on Accounting and Business Prac- 
tices 


Wd 


F 


rank 
Western 


yde W. 
Nev. 
R. N. Kerst. Pre 
New York ' 
Henry Laha 
Robert A. 
City I] 
Jack F 
tion 
Special Co 
Sells 14] 
Technical Consultant: Char 
Hospital Fund, 3 E. 54th St. 


& 


Committee on Engineering and Maintenance 


Quist 


Chairman: C. R. Your 
Pittsburgh 32 


Chairman: Col 


Arr 


Hospital, Latrobe 
Methodist H 
ta Univer 


enter exington, K 


Committee on Housekeeping in Hospitals 


enfeld, Nathan and Mir 
Paterson. N 


se 


tar 


‘| ttle Valley N. 
Committee on Insurance for Hospitals 


Ritz E Heermo 


Southern Ca 


wr Rockford 


snielson 


(Address: 62! 
nia Hosp ta 


WwW am T 


New York § 


A £ 
St., Albany 7, N 


Committee on Laundry Management 


tals of ¢ 
sderberg, Fairview Hospita 


} Presbyterian 
Albuquerque, N. Mex 
ec | F 


nsultant: Joseph F 


vania State University, University 


Committee on Methods Improvement 


Chairman: Matthew F. McNulty 
Hospital and Hillman Clinics 
Ala. 
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Committee on Personnel Administration 
hairma C rc VW/ Gr re M D 


Committee on Purchasing, Simplification and 
Standardization 


as 
WwW 


4 Tex 
Subcommittee on Simplification and Stand- 
ardization 


non eon 


Advisory Committee of Personal Membership 
Department for Hospital Purchasing Agents 


Committee on Use of Radio Communications 
by Hospitals 


hecter 


Departmental Committee of Personal Member- 
ship Department for Hospital Engineers 
hoirmon: Leland J. Mamer. St. Luk 


New York 25 
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Term Expires 1959 


Term Expires 1960 


Term Expires 1961 


Nominating Committee of Personal Member- 
ship Department for Hospital Engineers 


. 


Term Expires 1960 
*n, Expires 1961 


Term Expires 1962 
tos = o 
A 


Representatives to Joint Committees and to 
Committees of Other Organizations 


Joint Committee witr American Association of 
Hospital Accountants and Catholic Hospital 
Association 


wl 


Committee in Associations and Small Businesses 
of National Safety Council 


A 


Committee on Industrial Conference of Na- 
tional Safety Council 


A eq PA 


Committee on Safety to tife of National 
Fire Protection Association 


Representatives to Commiftees of United 
States Departemnt of Commerce and Ameri 
can Standards Association 


COUNCIL ON ASSOCIATION SERVICES 


Term Expires 1959 


Term Expires 1960 


Term Expires 1961 


Committee on Metropolitan Hospital Associa- 
tions 











Term Expires 1961 Committee on Hospital Careers 








Committee on Regional Hospital Associations 
hairmo J). Harold ston, Middle Atlantic James P. Dixon M.D Department of Put hairman Mrs. Sinton P. Ha (Addre 2640 
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J€ C € ¢ L , J 30 
4 r 082 i t B ] Detroit 26 Rt. Rev. Msar. F. M. J. Thornton. Catt Hc 













w . or + * Hocnita | . tear 
W k Ost } M Anderson S 4 


S+ 





Committee on International 
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Committee on Hospital Planning Committee on Chronic Iliness Representatives to Joint Committees of Other 
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Boston |8 Joint Committee with American College of 
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Committee on Reimbursement for Ovtpatient 
Care 
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Term Expires 1960 
ke Methodist H t Committee to Revise Manual on Management W. Kevin H $ 


of Tuberculosis in Hospitals Series Bebe Ea ee 









Ith Se e, W J y : Joint Committee with College of American 
Bobrowitz, M.l New k ty epart Pathologists 
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Leon C. Pullen Jr., De 
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Term Expires 1961 


eonard C 





WwW Term Expires 1959 
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Joint Committee with Medical Social Work 
Section of National Association of Social 
Workers 


Chairman of AHA grour 


e Cr 
jren's Memorial Hospital, Chicago 14 (1960 


Delbert L. Price C 


Term Expires 1959 


Peter B. Terenzio, The evelt Hospita New 
York 19 


t. Col. Jane E. Wrieden, Salvation Army, New 


Term Expires 1960 
James |. McGuire, Western Pennsylvania Hospi- 


York 


Liaison Committee with American Nursing 


ome Association 


airman of AHA greup: David Littauver, M.D 


Hospita + c re] 


Ackar ») Virginia Hospita 


Serv 


Liaison Committee with American Psychiatric 
Association 
Term Expires 1960 
Richard O 
Term Expires 1961 
T. Howe 
t+ 2 


National Joint Commission for the Improve- 
ment of the Care of the Patient 
p: Albert W. Snoke 


Hosnitc 


Chairman of AHA 
M.D., Grace 
New Haven : 
Term Expires 1959 
Leo M. Lyon 


mmuni+ 


vommunity 


patestrat At 
+ Cc raac 
St+., Chicago 


testant Hose 


Hosnita 


H tal D 


Term Expires 1960 


Representatives to Other Organizations 
Advisory Board for Medical Specialties 


C. Buerki, M.D Henry Ford H« 
Crosby, M.D merica ospital Asso 


Commission on Professional and Hospital Ac- 
tivities, Inc. 

Edwin L. Crosby eric Hos As 
sociat on, Ch cago 0 

Maurice . rt merican Hospital 
tion, Chicage 


Educational Council for Foreign Medical Gradu- 
ates 


Term Expires 1960 


T. Stewart Har 
Hartford 15. Conr 
Term Expires 1961 
Scrah H. Knutt 
Bethesda I4, Md 


Joint Blood Council, Inc. 


Term Expires 1959 
Roger W. DeBusk, M.D 
Term Expires 1960 
LeRoy E. Bates, M.I 
ciation hicag 


delegate 
Joint Commission on Mental Illness and Health 


Jack Masur, M.D assistant surgeon genera 


c Health Service. Clinical Center, Bethesda 


Representatives to Committees of Other Or- 
ganizations 
Advisory Board of American Registry of Physi- 
cal Therapists 
d Littaver, M.D., Jewish 


Advisory Committee of National Committee 
for Careers in Medical Technology 

John Bowden, M.D., U.S. Public Health Service 
Hospital, Staten Island 4, N. Y. 


Advisory Committee on Civilian Utilization of 
Military Training and Experience in Nursing 
of National League for Nursing 

Marian L. Fox, R.N., American Hospital Associa 
tion hicago 10 


Advisory Committee on Health Services of 
National Committee on the Aging, National 
Social Welfare Assembly 

Mrs. Helen D. McGuire, American 
Association, Chicago 10 


Hosnito!l 
Mospita 


Advisory Committee on Post-Graduate Medi- 
cal Education of Council on Medical Educa- 
tion and Hospitals, American Medical Asso- 
ciation 

James T. Howe M.D., Henry Ford Hospita 
Detroit 2 


Advisory Committee on the Costs of Nursing 
Education of National League for Nursing 
Oliver G. Pratt, Rhode Island Hospital, Prov 
Jence 2, R. | 
Advisory Council on Medical Education 
Cc. Buerk M.D Henry F 


ock 
OSDy 


Advisory Council on National Federation of 
Licensed Practical Nurses 

Eleanor C. Lambertsen, R.N., Americar 
Ass tion, Chicage 10 

Committee of American Nurses’ Association and 
National League for Nursing on Maternal 
and Child Health Nursing 

Ja H. Kroeger, M.C Elizabeth Steel Magee 


Hospital. Pittsburgh 13 


Committee om Careers, National League for 
Nursing, Representing the National Nursing 
Organization 


homas Hale Jr., M.C 


Committee on Education and Registration of 
American Association of Medicol Record 
Librarians 

Mrs. Helen D. McGuir 


tie © rc 
ation, Chicago 


rican Hospital! Ass 


Committee on Meeting Nursing Needs of the 
Mentally til, Advisory to American Nurses’ 
Association—wNational League for Nursing 


Howe M.C Henry Ford Hospital, 


Committee on Nursing Service and Education 
in National Defense, National League for 
Nursing 

Leo Lyons. American Protestant H 


Associatic 05 W. Adams St., Chicago 3 


Committee on Operating Rooms of National 
Fire Protection Association 
Health A ar 


Hudenburg, Communit 
. Jefferson Ave., Detroit i4 


Hahnemann Medica! College and 
Piiladelphia 2 


Council on Tuberculosis Nursing—Advisory to 
Joint Tuberculosis Nursing Advisory Service 
for National League for Nursing and National 
Tuberculosis Association 

Bryce L. Twitty, Hillcrest Medical Center, Tulsa 


y 
pie Obla 
“Vv KIC. 


Executive Committee on Accreditation Policies 
of National League for Nursing 

Gertrude M. 
Hospitals. Minneapolis 14 

Eleanor C ambertser R.N American Hospito 
Association, Chicago !0 

Rev. W. C. D., Bronson Method 
Host xlamazoo Mich 


Oliver G ratt, Rhode Island Hospita Prov 


Gilman, University of Minnesota 


Perdew 


ullen Jr., Decatur and Macor 
Decatur, III. 


Hospital Advisory Committee of National As- 
sociation for Practical Nurse Education 
ig ©. Lambertsen, R.N.. American H 


Association, Chicago 10 


Eleanor C 


Inter-Industry Committee of American Hotel 
Association 

D. A. Endres 
i) Oh C 


Youngstown Hospital, Youngstowr 


American Hospital Asso 


internship Review Committee of Council on 
Medical Education and Hospitals of Ameri- 
can Medical Association 

Russell A. Nelson, M.D., John 


Baltimore § 


National League for Nursing Accrediting Serv- 
ice, Department of Diploma and Associate 
Degree Programs Review Board 

Rev Ww. Cc. Perdew C oro 


a!, Kalamazoo 8, M 


Met 


National Steering Committee for International 
Study of Psychological Problems in General 
Hospitals 

Henry N. Pratt, M.D 

Sectional Committee on Reactor Hazards of 
American Society of Mechanical Engineers 


mes ’ er 


Working Committees on Standards for Serv- 
ices to Unmarried Mothers of Child Welfare 
League of America 


ed K. Holbrook, Riverside 
tn Ar , tor ‘ 


COUNCIL ON RESEARCH AND 
EDUCATION 

Term Expires 1959 

Philip D. Bonnet 


Ark 


Term Expires 1960 


alacte Ke er 


Representatives to Other Organizations 
Council of National Organizations of Adult 
Education Association of the United States 
Ss S echter American H pital A 


Joint Committee with American College of 
Hospital Administrators and Association of 
University Programs in Hospital Adminis- 
tration 
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The chairmen, vice chairmen and newly 
appointed members of the 


American Hospital Association councils 


A complete listing of officers and appointments 
of the AHA begins on page 21. Pictures of new AHA officers 
and trustees appeared in the Sept. | issue of this Journal 








Council on Administrative Practice 


¥ 
+3 
eer 


STANLEY A. FERGUSON GEORGE A. HAY MARK BERKE WILLIAM K. KLEIN 
Chairman Vice Chairman Dir., Mt. Zion Dir., Long Island 
Dir., University Adm., Hospital of Hospital and College Hospital, 
Hospitals of the Woman’s Medical Medical Center, Brooklyn, N.Y 
Cleveland College of Pennsylvania, San Francisco 
Philadelphia 








Council on Association Services 


BOONE POWELL PAT N. GRONER AVERY M. MILLARD SISTER ROSE MARIE REV. GRANGER WESTBERG 
Chairman Vice Chairman Exec. dir., California Adm., St. Mary's Div. of Biological 
Adm., Baylor Adm., Baptist Hospital, Hospital Association, Hospital, Sciences, University of 
University Hospital, Pensacola, Fla. San Francisco Pierre, S. Dak. Chicago Clinics 

Dallas, Texas 








Council on Government Relations 


ROBIN C. BUERKI, M.D. WILLIAM L. WILSON JAMES P. DIXON, M.D. KENNETH J. RT. REV. MSGR. 
Chairman Vice Chairman Commissioner of Health, HOLMQUIST F. M. J. THORNTON 
Exec. dir., Henry Ford Adm., Mary Hitchcock Philadelphia Supt., Bethesda Hospital, Pres., Catholic Hospital 
Hospital, Memorial Hospital, St. Paul, Minn. Association, 
Detroit Hanover, N.H. Sea Girt, NJ. 
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Council on Hospital Auxiliaries 


MRS. LEONARD A. LANG 
Cambridge State School 
and Hospital, 
Cambridge, Minn. 


MRS. CHESTER A. HOOVER 
Chairman 
Santa Monica Hospital, 
Santa Monica, Calif. 


MRS. PALMER 
GAILLARD JR. 
Vice Chairman 
Mobile Infirmary, 
Mobile, Ala. 


MRS. KURT A. SCHARBAU 
Rockford Memorial 
Hospital, 
Rockford, Ill. 








Council on Planning, Financing and Prepayment 


J. MILO ANDERSON 
Chairman 
Adm., Strong Memorial 
Hospital, 
Rochester, N.Y. 


DEAN A. CLARK, M.D. 
Vice Chairman 
Gen. dir., Massachusetts 
Generai Hospital, 
Boston 


JOHN PORTERFIELD, M.D. JOHN H. ZENGER 
Deputy surgeon general Adm., Utah Valley 
Public Health Service, Hospital, 
Washington, D.C. Provo, Utah 








Council on Professional Practice 


im 


T. STEWART 
HAMILTON, M.D. 
Chairman 


DAVID B. WILSON, M.D. 
Vice Chairman 
Dir., University Hospital, 


GERHARD HARTMAN, 
Ph. D. 
Supt., University 


LEONARD O. 
BRADLEY, M.D. 
Adm., Winnipeg 


RICHARD D. 
VANDERWARKER 
Gen. mgr., Memorial 


Center for Cancer and 
Allied Diseases, 
New York 


Dir., Hartford Hospital, 
Hartford, Conn. 


Hospitals, 
lowa City, lowa 


General Hospital, 
Winnipeg, Man. 


Jackson, Miss. 








Council on Research and Education 


JAMES W. STEPHAN 
Assoc. dir., hosp. adm., 
University of Minnesota, 

Minneapolis 


E. DWIGHT BARNETT, M.D. 
Chairman 
Adm., Palo Alto-Stanford 
Hospital Center, 
Palo Alto, Calif. 


PHILIP D. BONNET, M.D. 
Vice Chairman 
Adm., Massachusetts 
Memorial Hospitals, 
Boston 


CHARLES S. PAXSON JR. 
Adm., Hahnemann 
Medical College 
and Hospital, 
Philadelphia 
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liquefies 
viscid 
mucus 


Inaccessible accumula- 
tions of viscid mucus ~ 
in bronchial asthma, 
chronic bronchitis, 
sinusitis and rhinitis 
yield to the systemic 
liquefying action of 
CHYMAR Aqueous— 
a truly aqueous 
ONE-VIAL preparation of 
crystallized chymotrypsin In 5 cc. 
in sodium chloride | multiple dose 
injection for intra- vials with 5000 Armour 
muscular use. Units per milliliter. 
Stable for one year 
if refrigerated. 
DO NOT FREEZE! 


Also available: | Chymar in Oil 


® 
AX THE ARMOUR LABORATORIES : 
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Retirement program 


Has the American Hospital Associa- 
tion published any booklets or other 
printed matter on pension plans for 
the guidance of hospitals considering 
the establishment of a pension plan? 
Do you have a model hospital pen- 
sion plan and trust agreement for use 
by members? 


The Association does not have 
a study of retirement programs 
available. However, I would sug- 
gest that you contact the National 
Health and Welfare Retirement 
Association, Inc., 800 Second Ave- 
nue, New York 17, N.Y., for ma- 
terial regarding pension programs 
for hospitals. 

The pension program  under- 
written by the National Health 
and Welfare Retirement Associ- 
ation, Inc., is recommended by 
the American Hospital Associa- 
tion for voluntary, nonprofit hos- 
pitals—EDMOND J. LANIGAN 


Making a will 


The July American 
Hospital Association’s Public Relations 
Newsletter mentioned a booklet “Why 
You Should Make a Will.” Would you 


please send us a copy of this booklet. 


The booklet “Why You Should 
Make a Will” which you request is 
not available from the American 
Hospital Association. You may ob- 
tain copies by writing to the De 
Ette Harrison Detwiler Memorial 
Hospital, Wauseon, Ohio, which 
published it.—JANE A. FARRANT 


issue of the 


How to reduce hospital stay 


Please suggest references on the 
subject of methods of controlling the 


length of stay of hospital patients. 


The following articles in jour- 
nals very likely available locally 
will offer suggestions on control- 
ling length of stay: 

Carter, Fred G. “The Utiliza- 
tion Committee.’”’ Modern Hospi- 
tal. 83:64, Sept. 1954. 


Henrietta, Sister M. “A Bed 


The answers to these questions should not be con 
strued as being legal advice. Hospitals with legal 
problems ore advised to consult their own attorneys. 
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Committee.” Hospital Progress. 
35:51, June 1954. 

Taber, Kenneth W. and Stader, 
Donald E. “How We Provided 
‘Active Beds’ for New Patients.” 
HOSPITALS, J.A.H.A. 30:36ff, Dec. 
16, 1956. 

The library of the American 
Hospital Association also has avail- 
able for loan a copy of the report 
of the Association study to deter- 
mine means of reducing hospital 
costs.—HELEN YAST 


Poison control centers 


Could you give us a reference to in- 
formation regarding poison control 
centers in the United States? 


This subject was extensively 
discussed in several articles which 
appeared in the Jan. 16, 1958, 
issue of this Journal. The articles 
were: “Poison Control Centers” 
by George M. Wheatley, M.D.; 
“National Clearinghouse for Poi- 
son Control Centers” by Howard 
M. Cann, M.D. “First-aid Meas- 
ures for Poisoning’’, recommenda- 
tions of the American Medical 
Association’s Committee on Toxi- 
cology, was also included. 

I would suggest that a review 
of this issue would be very infor- 
mative.—JOsEPH A. OpDIS 


Film and poster source 


Where can we obtain a list of free 
films and posters regarding nursing 
service and schools of nursing? 


In regard to free films and pos- 
ters for nursing service and schools 
of nursing, I would suggest the 
following source: American Nurses 
Association, 2 Park Avenue, New 
York 16, N.Y. 

The American Nurses Associa- 
tion is a film source and would also 
be able to help you with informa- 
tion on posters. 

The Educational Film Guide, 
published by the H. W. Wilson Co., 
950 University Avenue, New York 
52, N.Y., lists and briefly describes 
16 mm films in many fields, includ- 
ing that of nursing. This guide 
should be available on loan from 
either a city public library or 











through it from a nearby library 
which lists it among reference ma- 
terial.— Janz A. FARRANT 


How to apply for a grant 


Has anything appeared in the 
periodical literature concerning the 
methods of applying for a foundation 


grant? 


The following recent references 
should answer this question: 

“How to Get Money Out of a 
Foundation.” Changing Times, the 
Kiplinger Magazine 10:23-24, 
April 1956. 

Rich, Raymond T. “How to Seek 
Foundation Support.” Hospital 
Management. 81:40ff, June 1956. 

Rich, Wilmer Shields. “How 
Foundations Prefer to Be Ap- 
proached.” Trustee, the Journal 
for Hospital Governing Boards. 
6:15-20, May 1953. 

Zurcher, Arnold J. “How 
Foundations Operate.” Modern 
Hospital. 84:92ff, Sept. 1955. 

—HELEN YAST 


Color coding 


Does the American Hospital Asso- 
ciation recommend color coding for 
pipes in hospitals? 


The AHA does not make a rec- 
ommendation regarding color cod- 
ing of utility lines in general 
throughout the hospital. There is 
some feeling, in fact, that it may 
be better to use printed words on 
pipes designating their contents 
rather than relying on a color code 
system. 

Many hospitals do use colors for 
designating the contents of vari- 
ous pipes in their institutions, 
however, and for a good treat- 
ment of this subject, the following 
pamphlet is suggested: MIL-STD- 
101A-dated March 16, 1954, Color 
Code for Pipelines and for 
Compressed Gas Cylinders. This 
pamphlet is for sale by the Super- 
intendent of Documents, Govern- 
ment Printing Office, Washington 
25, D.C. It contains a number of 
drawings and color charts for 
compressed gas cylinders as well 
as information on color coding for 
pipelines.—G. A. WEIDEMIER 
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THE NEW 


RITTER TWIN-LIGHT 





Y 
y/ 


FOR MAJOR SURGERY! 


OPTIMUM SHADOW REDUCTION... FULL-RANGE FOCAL DEPTH 


The new Ritter Twin-Light for major surgery 
offers these important advantages: 
Minimum heat with totally enclosed dual 
filters. 
Intensity confrol. 
Illumination 2500 to 10,000 foot-candles. 
Color correction: 4000° Kelvin. 
Snap-on sterile handles permit surgeon to 
adjust light beam. 
Two separate light beams greatly aid in simul- 
taneous operative work at adjacent anatomical 
sites. 
Sterile handle permits surgeon to control focal 
adjustment of light pattern ranging from large 
10-inch field to small spot. Provision is also 
made for circulating nurse to make these ad- 
justments. 


i 


Medical- Hospital Division of 


Ritter 


ANY INC 





rocubsthe, NEV YORK 
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The suspension system of the new Ritter Twin- 
Light incorporates these outstanding features: 
@ Entirely new type of track reduces dust dis- 
persal to a minimum, not possible with con- 
ventional exposed tracks. Dust-filtered optical 
system. 
Tracks may also be flush-mounted with ceil- 
ing, and thus out of sight, dependent on type 
and ceiling height. 
All electrical wiring and moving parts con- 
cealed in single arm reflector yoke. 
No counterweight. 


THE RITTER COMPANY, INC. 
8246 Ritter Park * Rochester 3, New York 


Please send us full information on Surgery and OB 
Lights. 


C] Weare renovating our surgeries. 
C1) We are building. 

Name of consultant . 

Name of architect .. 

Name of hospital . 

Signature 

Position 


Address... 








Iu reuticoagulaut “Therapy 


Why HEPARIN? 


Heparin is the body’s own anticoagulant. It is a substance 


which is essential in maintaining the fluidity of circulating 
blood and is found in all mammalian tissues. Heparin is 
produced in the body by mast cells which occur in perivas- 
cular connective tissue everywhere. It is found in greatest 
abundance in the liver and lungs. The therapeutic usage of 
heparin is based upon its property to inhibit the coagulation 
of the blood. Its timely administration will prevent throm- 
bosis, and, even if administered after thrombosis has set in, it 
will prevent further propagation of the clot. In all conditions 
in which thrombosis or the extension of an already existing 
thrombus is to be avoided, the use of heparin is advisable. 
When injected, heparin’s natural action in the body is to 
prevent the conversion of prothrombin to thrombin (anti- 
thrombin action). By neutralizing thromboplastin, it also 
acts as an anti-prothrombin. Further, it inhibits the aggluti- 
nation and deposition of platelets, thereby discouraging 
thrombus formation. Heparin acts directly on blood clotting 
constituents and does not destroy any component of blood 
or permanently change the normal constituents of blood. 
For emergency use it is the only anticoagulant which acts 
almost immediately (within a few minutes on intravenous 
injection). For safety’s sake, its action can be terminated 
rapidly when necessary. Because of its rapid action, most 
authorities agree that initial control of thrombo-embolic 
diseases should be effected by means of heparin administra- 
tion. 
Significant differences exist between heparin and oral 
anticoagulants: ORAL 
HEPARIN ANTICOAGULANTS 


Immediate Effect 
Lv. 24-48 Hours 


Latent Period 


Effect on Prothrombin 
Level of Blood Slight Markedly Lowered 


Effect on Coagulation Markedly Slightly 


Time of Blood Prolonged Prolonged 
Regulation of 

Anticoagulant Action Easy Difficult 
Suspension of Action Rapid Delayed 


Duration of 


Anticoagulant Action 12-24 Hours 


Several Days 


Oral 


Mode of Administration 


Parenteral Only 


Combined heparin-oral anticoagulant therapy overcomes 
one of the disadvantages of oral therapy by making available 
the immediate action of heparin on coagulation time during 
the induction period of the oral drug. 

Thus the use of oral anticoagulants in hospitals comple- 
ments but does not replace the use of heparin. To date, no 
other substance has proven as effective as heparin in the 


prevention and treatment of thrombosis and embolism. 
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Why LIQUAEMIN? 


Purified heparin was first made available to physicians and 
hospitals in the United States in 1939 as Liquaemin Sodium 
‘Organon’. Organon’s experience in the manufacture of 
heparin thus antedates that of all other companies. Because 
and through this long experience in heparin manufacture, 
not only is Liquaemin Sodium biologically standardized, but 
before its release is subjected to sixteen extra safety tests, 
several more than required by the U.S.P., to assure maximal 
effectiveness and safety of the preparation. Liquaemin 
Sodium offers only the purest grade of heparin, and solutions 
of Liquaemin are water-white in appearance. Thus, just as 
heparin has remained the only satisfactory compound of its 
group, Liquaemin has remained the standard heparin prepa- 
ration since its introduction. 

Liquaemin Sodium can be obtained in a variety of dosage 
forms and strengths, from the original low concentration of 
1,000 U.S.P. Units (approx. 10 mg.) per cc for continuous 
intravenous drip, to the 20,000 U.S.P. Units (approx. 200 
mg.) per cc in gelatin, to the 20,000 U.S.P. Units (approx. 
200 mg.) per cc aqueous solution for convenient intra- 
muscular depot anticoagulant effect. With its 20,000 U.S.P 
Unit per cc aqueous solution of Liquaemin, Organon 
pioneered the now widely accepted concept that prolonged 
heparin effect can be achieved by injecting intramuscularly 
an aqueous solution of high concentration-low volume 
heparin. 

These facts—dependability, purity, potency, safety —have 
established Liquaemin Sodium as the heparin of choice in 
hospitals throughout the United States 

Liquaemin Sodium is supplied in the following strengths 


and package sizes: 
Aqueous Solutions 


1,000 U.S.P. Units per cc (approx. 10 mg.)—10-ce vials 


5,000 U.S.P. Units per cc (approx. 50 mg.)—10-ce vials; 


l-cc ampuls 


4-cc vials; 


10,000 U.S.P. Units per ce (approx. 100 mg 
l-cc ampuls 
20,000 U.S.P. Units per ce (approx. 200 mg.)—2-cc vials; 


l-cc ampuls; |-cc ampuls with disposable syringe 


In Gelatin 


2-cc vials 


20,000 U.S.P. Units per ce (approx. 200 mg 


For detailed literature and dosage information, write: 


ORANGE, N, J. 


Organon INC. 
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natural chorce 
for wall treatments 
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Today, more than ever before, where you find walls, you'll 
find new Fabron and Permon! For important buildings 
everywhere—whether new, old or in construction—more 
and more owners, administrators and architects are specify- 
ing new Fabron and Permon for dramatic styling, low main- 
tenance, durability, and true long-term economy. Check 
their outstanding advantages against the obsolete and 
money-wasting properties of conventional wall treatments: 


e Striking decorative beauty 

e Glass-like washability 

e Unsurpassed colorfastness 

e Positive plaster-crack protection 
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e Safety from fire and toxicity 

e Remarkable resistance to abrasion and impact 
damage 

e Record-breaking durability 

e Low initial cost and maximum long-term economy 


All-New Vinyl FABRON with exclusive 3-ply construction*— 
resists everyday wear and tear, 
All-New Vinyl PERMON heaviest viny] made—protects lower 


wall areas exposed to excess abuse. 


Send today for complete information on new Fabron and Permon 


vinyl wall coverings. 
° g *A Toscony Process 


FREDERIC BLANK & COMPANY, INC., 230 Park Ave., New York 17, N.Y., Zstabdlished 1918 
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ghiniens and ideas 





‘Overutilization’ : 
shotguns vy. rifles 
Dear Sir: 

This may sound strange coming 
from a Blue Cross official, but 
I’ve had a feeling for quite a 
while that picking up the chant 
about “overutilization” we may 
be using a shotgun when the rifle 
is the proper weapon. 

I refer to your editorial of June 
16, 1958. 

You are right in saying “more” 
utilization could be progress, not 
“abuse.” 

However, the American Hospi- 
tal Association and the American 
Medical Association should get 
out their high-powered rifles and 
point them at the obvious, abusive 
use of utilization, regardless of 
who gets hit—JOE VANCE, assist- 
ant executive director, Blue Cross- 
Blue Shield of Alabama, Birming- 
ham. 


Accreditation necessity: 
medical library 


Dear Sir: 

In the annual administrative 
review section on library service 
[ HOSPITALS, J.A.H.A., April 16] 
references are cited fer the state- 
ment that “recommendations of 
the Commission (Joint Commis- 
sion on Accreditation of Hospi- 
tals) made it mandatory for hos- 
pitals to maintain a medical 
reference library in _ hospitals 
which train residents and main- 
tain nursing schools.” I cannot 
find any mention in those refer- 
ences that a medical library is 
mandatory only for those hospi- 
tals which train residents and 
maintain a nursing school. Rather 
the statement is made that all 
hospitals must maintain a medical 
reference library, according to the 
needs of the hospital. A change 
in the rulings of the Commission 
was made to this effect in 1956. 

Furthermore the new booklet 
“Hospital Accreditation Refer- 
ences” by the American Hospital 
Association (which I realize was 
not covered in your review) 
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makes the same statement and 
gives as an example a medical 
library in a 60-bed hospital. In 
the explanation it is stated that 
“every hospital must have a medi- 
cal library if it is to receive ac- 
creditation” (page 49). 

Unfortunately library service is 
one with which some administra- 
tors are not familiar and it is to 
be hoped that none of them will 
be misled by the material that 
was presented in the review.— 
CHRISTINA LANDRAM, librarian, St. 
Mary’s Hospital, West Palm 
Beach, Fla. 


Article used as 
recruitment aid 


Dear Sir: 

I read with interest the article 
on library service by Margaret 
O’Toole ( HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION, April 16). I wonder if by 
chance there are off-prints avail- 
able. We are very concerned and 
anxious to recruit librarians and 
I think we could make good use 
of the article. 

I was very pleased that the 
article emphasized that a medical 
librarian is not the same as a 
medical records librarian. It is un- 
fortunate that many people are 
confused by this.—Mary E. Don- 
ALDSON, provincial librarian, Prov- 
ince of Saskatchewan, administra- 
tion building, Regina. 


(Editor's note: Tear sheets of Miss 
O’Toole’s article have been sent to 
Miss Donaldson. ) 


Recipient payments 
and vendor payments 


Dear Sir: 

We are writing to call your at- 
tention to some misleading infor- 
mation under “Public Assistance 
Payments” in your Washington 
Report ( HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION, July 16, p. 116). The table 
giving a comparison of vendor 
payments for June 1957 and 
February 1958 would indicate that 


LETTERS TO THE EDITOR 


Minnesota and several other 
states paid considerably less for 
hospital care in February 1958 
than in June 1957, and this is 
absolutely untrue. 

In order to qualify for maxi- 
mum federal aid, following the 
amendments to Public Law 880, 
most of the states (there are about 
12) providing a complete medical 
assistance program changed from 
a vendor payment to a combina- 
tion vendor-recipient payment, 
which is to say that instead of 
making payment for hospital and 
other care direct to the provider 
of the service, payment was made 
to the recipient who in turn paid 
the vendor. From an administra- 
tive standpoint this has been dif- 
ficult, but there have been very 
few, if any, instances in Minne- 
sota where a hospital did not re- 
ceive full payment. We do not 
know of any hospitals in Minne- 
sota which have not received ade- 
quate reimbursement for services 
provided to public assistance re- 
cipients although hospital costs 
in Minnesota are above the na- 
tional average, and Minneapolis, 
our largest city, has the highest 
hospital rates of any city in the 
country. Vendor payments do not 
constitute the only method of pay- 
ment for medical care. 

Because we are familiar with 
their medical assistance programs, 
we feel certain that most of the 
states listed as showing decreases 
in this table show them because 
of a change from vendor payment 
to money payment to the recipient 
and not, as is implied, because 
payments for hospital care were 
decreased. 

You may be interested in know- 
ing that payments for hospital 
care in Minnesota constitute 
roughly 29 per cent of our total 
medical assistance payments. 
(Nursing homes receive about 43 
per cent, which leaves about 28 
per cent for physicians, dentists, 
drugs, appliances, etc.)—Mary E. 
Davis, medical social consultant, 
State of Minnesota Department of 
Public Welfare, St. Paul. 
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“Going-out” patients...sooner 


with GANTRISIN reer 


The treatment period is shortened and tolerated without forced fluids or 


patients get back in stride sooner with alkalis. 

Cantrisin, the dependable wide-spec- For any of the oral, parenteral and 
trum sulfonamide. Beds become va- topical forms of Gantrisin, order di- 
cant faster in urological, medical and rect from Roche through our special 
surgical wards. hospital price program. 


Gantrisin is highly soluble and well Gantrisin®— brand of sulfisoxazole ROCHE 


Roche Laboratories . Division of Hoffmann-La Roche Inc ° Nutley 10 ° N. J. 
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—on the literature 


One of the hallmarks of a pro- 
fession is that it have its own 
literature. Through this literature, 
the practitioners of a profession 
share their knowledge with their 
not holding to themselves, 
advantage, the 


fellows 
for their own 
things they have learned. 

Bit by bit, it seems, the hospital 
literature is coming of age. It re- 
flects the maturation of hospital 
administration. Not all adminis- 
trators recognize their obligation 
to elevate their chosen field by 
contributing, through the litera- 
ture, the results of their own work 

And not all contributors to the 
hospital literature recognize two 
of the cardinal rules governing 
reputable journals (a much-to-be- 
preferred term than magazine) in 
a professional or even quasi-pro- 
fessional field. 

1. One journal at a time. The 
journals publish full papers on an 
original basis only. An abstract 
of a paper in another journal may 
be published or simultaneous pub- 
lication of the full paper may be 
arranged with a journal in a re- 
lated field. However, a journal of 
the first line does not carry a full 
paper after it has been published 
in another Therefore, 
papers should be submitted to one 


journal. 


journal only. 

Speaking for this Journal, we 
refuse to consider papers submitted 
other Papers re- 
by one journal may, of 
submitted elsewhere. 


basis. 


on any 
jected 
course, be 
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itorial notes 


a * 
Puneeo . 


The journal has the responsibility 
of determining as rapidly as feas- 
ible, the acceptability of any 
manuscript and informing the au- 
thor of this decision. The author 
right to 
manuscript at any 


naturally, retains the 
withdraw a 
time. 

2. Give credit where credit is 
due. The literature should be 
searched and previous work ac- 
Lengthy quotations 
work without 


knowledged. 
from a _ previous 
reference violates an ethic which 
applies to all—professional and 


OFFICIAL NOTES 

Actions taken by the Board of Trus- 
tees of the American Hospital Associa- 
tion at its meetings in Chicago, August 
19 and 20, are reported in this issue 


in the Association Section on page 58. 


nonprofessional—‘‘Thou shalt not 
steal.” 

A field gets the literature it de- 
serves. All of us are dedicated to 
the improvement of the hospital 
field. Let us then work to the im- 
provement of its mirror—the hos- 
pital literature. 


—More sound than substance 


Headline in the New York Times 
of August 6: 

NEW PLAN PARES 

TEACHER CHORES 

The story described an experi- 
ment to be undertaken in the Nor- 
walk, Conn., schools this fall 
Three-member consisting 
of two teachers and a nonteacher 
assistant, will conduct 


teams, 


classes 














which now require three full-time 


teachers. The nonteacher assistant 


would relieve the teachers of many 
of the 
ap the 
We recognize the need for teach- 
ers and hope that this technique 
will help with the problem 
Our mention of this item 


clerical duties which nov 


teachers’ time 


sort of roundabout way of saying 
that the charge of inefficiency and 
business mismanagement so often 
leveled at hospitals is more sound 
than substance. Hospitals long ago 
recognized that one way of meet- 
ing their nursing needs was to re- 
cruit nursing aides. As a matte: 
of fact, the Norwalk, Conn., hos- 
pital has been using nursing aides 
in an intensive fashion since 1945 

Other evidence to confound the 
quick-on-the-draw critics of hos- 
pital management comes from no 
less august a body than the Amer- 
ican Institute of Management. It 
conducts management audits, or, 
in the words of AIM, “systematic 
appraisals of management per- 
formance.” 

It has released its first published 
management audit of a _ hospital 
operation (that of the Baptist 
Hospital, Pensacola, Fla.). The hos- 
pital won 7960 points out of a pos- 
sible 10,000, a score which put it 
ahead of many of the top Ameri- 
can industrial concerns and which 
won for it an “excellently man- 
aged” rating. 

Certainly, hospitals have much 
to learn from others. We are con- 
vinced that others have muah to 
learn from hospitals. 















i ies MOST important thing a su- 
pervisor does is influence peo- 
ple. He spends most of his time at 
it. But if he is to do the best job he 
can in this area, it is important for 
him to understand, either intui- 
tively or explicitly, the compo- 
nents that go into good interview- 
ing technique. 

For the interview process is the 
medium through which patients, 
personnel and visitors alike are 
influenced to give information, to 
receive ideas, to reduce strong 
feelings and to accept evaluation. 

Four types of interviews are 
typical to the hospital front office 
situation: (1) patient admission 
interview, (2) credit interview, 
(3) evaluation of an employee’s 
performance, and (4) handling of 
a patient’s complaint. 

Each type has its own special 
problems. 























GENERAL PRINCIPLES 






Before examining the types of 
interviews in detail, some of the 
general principles of successful in- 
terviewing should be considered. 

A helpful definition of inter- 
viewing is “a verbal interaction 
for a specific purpose.”! Two key 
words in this definition are “in- 
teraction” and “purpose.” 

When the interaction aspect of 










William K. Turner is director, Newport 
(R.1.) Hospital. Richard T. Viguers is ad- 
ministrator, New England Center Hospi- 
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How to handle 


by WILLIAM K. TURNER and RICHARD T. VIGUERS 





This material was originally presented at the New England Hospital Assembly, 
March 24, 1958, to a group of 450 front office personnel consisting of adminis- 
trators, supervisors, admission officers and credit managers. The two-hour pro- 


gram, presented in a theatre-in-the-round format, was divided into quarters. 


Each quarter contained a paper. a role-playing illustration, and discussion with 


audience participation. 


The moderator and discussion leader of the program was Verne Kallejian, 
Ph.D., director of organization development, Beltone Company, Chicago. 





interviewing is emphasized, an in- 
terview is seen as a dynamic proc- 
ess. The first statement made in 
an interview largely determines 
what the reply will be. This reply 
in turn can determine what the 
next statement will be. 

For example, if the interviewer 
says in sharp tones to the inter- 
viewee, Sit down, this might cause 
the interviewee to react in a tense 
antagonistic manner. On the other 
hand, if the interviewer starts off 
with a pleasant Good morning. 
Thank you for coming to see me. 
Will you please have a seat? there 
is an entirely different reaction on 
the part of the person being in- 
terviewed. 

If the administrator is inter- 
viewing an employee and the em- 
ployee says, I work hard and try 





HANDLING THE ADMISSION INTERVIEW 


to do a good job but I never know 
what I’m supposed to do, this crit- 
icism of his actions puts the ad- 
ministrator on the defensive and 
he is likely to be irritated. The 
skilled interviewer will realize 
this and control his response. 
The second key word in connec- 
tion with interviewing is “pur- 
pose.” In every interview the in- 
terviewer should have clearly in 
mind what he wants to get out of 
the interview. Is it intended to 
teach an employee, or to show the 
employee how smart the inter- 
viewer is? Is it intended to get rid 
of an applicant for whom the hos- 
pital has no opening or to give a 
good impression of the hospital to 
this applicant? It is important to 
plan an interview around its pur- 


pose. 
































The purpose of the medical his- 
tory interview is generally appar- 
ent to the doctor-interviewer and 
the patient-respondent. The pa- 
tient understands that it is neces- 
sary to answer questions to help 
the doctor determine what his ill- 
ness is and how to treat it. 

Often less apparent, unfortu- 
nately, to the interviewer and re- 
spondent, is the purpose of the 
admission office interview—which 
is also intended to obtain detailed, 
correct information about the pa- 
tient and his illness so that the 
hospital may begin its part in his 
treatment. 

In many instances, however, this 





procedure is merely routine effort 
on the part of the admitting officer 
who fills in the required forms and 
assigns the patient to a room or 
bed. This attitude on the inter- 
viewer’s part is likely to produce 
in the patient a feeling that the 
hospital is conducting an unneces- 
sary, time-consuming, inquisition 
into his personal affairs. 

The admitting officer, therefore, 
needs personal qualities and com- 
munication skill. Even though the 
interviewer records findings on a 
printed form, his work consists of 
more than a routine, impersonal 
tabulation of facts such as is done 
by an inventory or payroll clerk. 
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four kinds of hospital interviews 


He must be interested in the pa- 
tient as an individual. He should 
be genuinely concerned about 
making a contribution to the men- 
tal and physical well-being of the 
personalities who pass through the 
office. 

The admission clerk 
prepared to accept and accommo- 
date differences in attitudes, lan- 
guage, motivation, emotional sta- 


must be 


bility and communication ability 
of each day. Good 
techniques 


in the course 
admission interview 
will go a long way towards con- 
ditioning a patient favorably to- 
wards his treatment and the en- 
tire hospital organization. 

3efore examining the actual in- 
terview let us examine the setting. 
The office should be comfortable 
and private. There should be a 
cheerful waiting room. The inter- 
view should be uninterrupted. All 
forms, pamphlets, etc., should be 
at hand. Preadmitting procedures 
should be adopted, if possible, to 
save time and annoyance for the 
patient. This procedure also en- 
ables the admission officer to begin 
the interview with some knowl- 
edge of the patient and his needs. 
Advance information also helps the 
admission interviewer match the 
patient’s needs with accommoda- 
tions available. 

Now, to examine the admission 
interview itself. The parties to this 
interaction generally meet “cold.” 
Establishing rapport as quickly as 
possible, therefore, is most impor- 
tant. 

The patient must feel that the 
interviewer is attentive to him 
and is interested in him as a per- 
son. He also must feel that he is 
accepted and that he is permitted 
to be himself without fear of crit- 
icism or rebuke from the inter- 
viewer. He must feel that the in- 
terviewer is warm and friendly. 

Some of the general techniques 
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which will help interviewers es- 
tablish rapport and get information 
are: 

1. Let the patient know immedi- 
ately that he is welcome. Give him 
complete attention with no delay 

2. Let tne patient give vent to 
any negative feelings which might 
have developed because of pos- 
sible unpleasantness in getting to 
the interview. If he had to wait, 
had difficulty in transportation or 
finding the room, or was given the 


about h 


“run around,” ask 
experiences and let him get it off 
his chest. Talking it out is the 
best remedy for 
Be careful to avoid taking sides. 


understanding 


negative feelings 
Adopt a neutral, 
attitude. 

3. Put him at ease by getting 
him to talk about himself as soon 
as possible. This will give the in- 
preliminary ob- 


terviewer some 


servations to help choose the best 
approach to the rest of the inter- 
view. The best way to accomplish 
this is with a general, casual ques- 
tion which requires a narrative- 
type answer, not just “yes” o1 
"“e5." 

4. Do not ask direct questions 
until the patient is speaking freely. 

5. Avoid extremes of being 


overly friendly or overly business- 
like. Don’t chit-chat. The purpose 
of the interview is to learn about 
the patient. 

6. If the patient engages in 1m- 
proper behavior such as being flip- 
pant, an effective procedure is to 
confront him with a specific query 
about his purpose in being there 

7. Maintain control by keeping 
the interview on the track. If the 
patient wanders or digresses he 
must be returned to the business at 
hand without violating the friendly 


note. 
ASSESSING FINANCIAL ABILITY 


During the progress of the in- 
terview sound evaluation must be 
given to determine hospitalization 
requirements. More subtle means 
are required than asking the ulcer 
patient “Are you medical or sur- 
gical?” A patient’s personality and 
attitudes must be sized up to de- 
termine compatibility for such 
purposes as semiprivate room oc- 
cupancy. His financial ability must 
be assessed so that he doesn’t make 
a room selection beyond his means. 
This evaluative judgment, trans- 
lated into patient acceptance, is 
the height of accomplishment of 
the admission interview. 


HANDLING A CREDIT INTERVIEW 





The credit interview is also an 
information-getting interview. The 
motivation of the patient or his 
spokesman, however, is likely to 
be less favorable toward the in- 
terviewer than during the admis- 
sion interview. The credit man- 
ager may have to contend with a 
person who is unappreciative of 
the hospital’s efforts. This person 
may understand, however, the di- 
rect personal services of his physi- 
cian. The patient knows that he 
will require further attention from 
his doctor but hopes and expects 





that he’ll never have to be hos- 
pitalized again. He there- 
fore, be planning to take care of 
the doctor’s bill first. Although he 
knows that he’s indebted to the 
hospital which expects payment— 
he’s received bills and notices to 
this effect—he has in mind a course 
of action which he considers fav- 
orable to himself. 

The credit manager generally 
has one of two problems to solve 
if payment hasn’t been made at 
the time of discharge—either the 
patient can’t or won’t pay. Either 
way he can expect slow, reluctant 
or difficult communication during 
the interview. In addition he may 
also have to contend with an emo- 
tional situation resulting from an 
incorrect charge or what the pa- 
tient considers to be an excessively 
high charge. 

If the patient has been hospital- 
ized previously, or 
if credit informa- 
tion is available, 
the credit man- 
ager may be able 
to plan in advance 
his approach to the interview. 
There are, however, instances 
when the credit manager must ap- 
proach the interview with little 
more knowledge than the fact 
that a considerable amount is 
owed the hospital. The interview 
represents generally the best op- 
portunity to find a way to resolve 
this debt in the hospital’s favor. 


may, 


CAN’T PAY OR WON'T PAY 


The credit manager’s objective 
is to get factual information about 
ability to pay and the probable re- 
liability of the respondent to live 
up to any agreement which may 
be made. He must also be alert 
to distinguish between those who 
can’t pay and those who can but 
won’t. The latter try to disguise 
their true circumstances. In the 
first case, the credit manager must 
be ready to help in a manner that 
imposes on neither party. In the 
latter instance, he must serve no- 
tice that the hospital intends to 
be paid and to find some reason- 
ably secure solution. 

How should an interview con- 
taining such potentially difficult 
elements be conducted? 

First of all, the same 
roundings as previously mentioned 
should be provided—a _ private 


sur- 


40 


office for an uninterrupted inter- 
view. All of the detailed informa- 
tion about the case and potential 
settlement media such as promis- 
sory note, bank loan forms, etc., 
should be at hand. The same pro- 
cedure to establish rapport should 
be employed. 


GETTING THE FACTS 


In this situation, however, more 
than rapport is needed to accom- 
plish the purpose of the interview. 
Facts on which to base an evalua- 
tive judgment must be obtained, 
often in the face of disinclination 
to respond. 

There are two questioning tech- 
niques that help get the facts: 

@ Directive questioning consists of 
asking for rather specific infor- 
mation so that the respondent’s 
answers are largely determined by 
the form of the question. Ex- 


‘“*. . . evaluative judgment, translated into patient 
acceptance, is the height of accomplishment of the 
admission interview.” 


amples are: Do you have any re- 
sources which can be applied to 
reduce this obligation such as a 
savings account or savings bonds? 
Do you have other obligations on 
which you are making regular 
payments from income? 

In directive questioning the re- 

spondent generally knows specifi- 
cally what the interviewer is after 
and also has a pretty good idea 
of what the desirable response is. 
His answers tend to be short and 
nonnarrative. Directive question- 
ing is most appropriate when the 
interviewer knows exactly what 
he is after or merely wishes to 
establish a point. When the inter- 
viewer does not know exactly what 
he is looking for, nondirective 
questioning should be used. 
@ Nondirective questioning is not only 
a technique for asking questions 
but is also a technique for re- 
sponding to the replies. It should 
be employed in assessing such 
traits as personality, attitude, and 
motivation. Broad, nonleading 
questions should be asked requir- 
ing a narrative answer in the re- 
spondent’s own terms instead of 
terms imposed by the question. 

Nondirective questions typically 
begin with such phrases as: Tell 
me what you intended to do about 


. What did you have in mind 
when ... ? The respondent must 
choose for nimself the particular 
avenue of reply, a choice which 
can be highly revealing. 

Such questioning should proceed 
to narrow gradually the area of 
questioning. The interviewer must 
be alert not to be led by the 
respondent. He bring 
out what the respondent has not 
chosen to say. Criticism or disap- 
proval should be avoided or the 
respondent will seize on such clues 
and bias his communication ac- 
cordingly. He will be forced to 
become self-defensive and ration- 


must also 


alize. 

The interviewer’s role must be 
one of the receptive, friendly, un- 
derstanding listener who with- 
holds value judgments about what 
the respondent says. Replies such 
as nodding the head or saying, I 
see, or, Very inter- 
esting, avoid giv- 
ing the interview- 
er’s feelings away 
through facial ex- 
pressions which 
register disapproval. 

Here are some points tnat are 
helpful in using this questioning 
technique: 

1. Ask the question, then stop 
talking. Resist the impulse to ex- 
plain. 

2. Wait until the respondent 
asks for clarification or elaboration 
of the original question. Keep this 
response, too, nondirective. 

3. Don’t talk during pauses after 
the question. A pause generally 
means the respondent is thinking 
and organizing his 
him do it. 

4. Use pauses to let the re- 
spondent say more. He may have 
some afterthoughts. 

5. Use “why” and “how” to gain 
additional details. 

6. Don’t give the respondent di- 
rections as to what information he 
should give in response to non- 
directive question. Most of the 
value of the question comes from 
the significance of what he selects 
to report. 

7. Listen to what the respondent 
says, what he is trying to say, and 
what he is not saying (or trying 
not to say). 

8. Keep the interview on the 
track—don’t let the respondent 
wander. 


answer. Let 
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HANDLING AN EMPLOYEE 
EVALUATION INTERVIEW 





Now let us look at another type 
of interview—one in which there 
is an evaluation of employee per- 
formance. For example, suppose 
an employee has been arriving late 
to work regularly. His supervisor 
must interview him concerning the 
problem. 

In this situation the supervisor’s 
objective is not to get the employee 
to admit that he has been late 
but to motivate him to be on time. 
This is not merely a matter of 
semantics. Getting the employee to 
be on time rather than merely 
pointing out to him that he has 
been late has real psychological 
and practical importance. 

If an employee is accused of 
being late continually he will 
either deny it or argue about it 
Even if the lateness can be proven 
by a time card, a block may be 
set up which may prevent the in- 
terviewer from finding out why 
the employee is late and helping 
to motivate him to be on time. 

The success of the interview is 
measured solely in terms of 
whether or not the supervisor is 
succesSful in getting the employee 
to be on time. It is of no impor- 
tance whether or not the super- 
visor impresses the employee with 
his authority or gets an admission 
from the employee that he has 
been late. 

After having defined the objec- 


tive of the interview it is next 
important to set the climate fo! 
the interview. If the supervisor is 
going to be successful he should 
create an atmosphere of approval, 
permissiveness and understanding 
He should indicate his regard for 
the employee as a person. Although 
an employee is usually anxious to 
make a good impression on his 
supervisor during an interview, he 
also has his own pride to maintain 
If the employee has a feeling that 
he has been wrong this will often 
cause him to react in an aggres- 
sive and defensive manner 

A procedure that helps create a 
desirable atmosphere is to start 
the interview by telling the em- 
ployee of his good points and ex- 
pressing appreciation for what he 
has done 

The next thing that the inter- 
viewer should do is to listen. When 
he thinks he has listened enough 
he should start over and listen 


some more—not only to what the 





HANDLING A PATIENT COMPLAINT INTERVIEW 


A fourth type of interview is 
one in which an attempt is made 
to reduce emotionality. A typical 
example is where a patient is thor- 
oughly upset, excited, and angry 
over the treatment he has received 
and is making a complaint to the 
administrator. 

Again we should start off by 
thinking about the objective that 
the administrator should have in 
mind. The objective in this case 
is not to prove that the hospital 
is right, but to try to satisfy the 
patient in some measure, and to 
try to make him less angry. All 
of us who have dealt with this 
situation realize that we cannot 
achieve the impossible. A skilled 
interviewer, however, can do a 
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great deal toward calming the pa- 
tient down 

Again it is important to set a 
climate for the interview. An ap- 
proach in which the administrator 
says, Thank you for coming to see 
me. We are all here to take care 
of patients and by talking to you 
and other patients we can best 
learn how we can run this hos- 
pital as you want it run, is much 
likely to be more productive than 


employee is saying but also to 
what he means by what he is say- 
ing. If the purpose of the inter- 
view is to get the employee to be 
on time, then the supervisor must 
learn why the employee has been 
coming in late. It is only with a 
knowledge of the “why” of the 
lateness that the interviewer is in 
a position to deal constructively 
with the matter. 


DOES NOT IMPLY ‘SOFTNESS’ 


This procedure of listening and 
determining the “why” in an in- 
terview of this type has nothing 
to do with “softness.” It does not 
imply in any way that the super- 
visor will put up with lateness. It 
may well be that after learning 
why the employee is consistently 
late, the supervisor will decide to 
fire him, or shift him to another! 
type of work. Or the supervisor 
may be able to work out an ar- 
rangement that will enable the 
employee to be on time. 


a What do you want? approach. 
There are three important things 
for the administrator to do in this 
kind of an interview. The first is 
to listen, the second is to listen, and 
the third is to listen. Most peo- 
ple making complaints are pretty 


4\ 








well satisfied if they merely get a 
sympathetic audience. It is the pa- 
tient who cannot get anyone to 
listen to him in a sympathetic 
manner, who goes out of the hos- 
pital as a sworn enemy and builds 
up his anger and resentment to- 
ward the hospital. By merely lis- 
tening to a complaint, an adminis- 
trator can do a great deal toward 
reducing the emotionality of the 
complainer. 

This process can be made most 
effective if the listener can convey 
the feeling that he is really lis- 
tening and that he understands 
what is being said. 





A useful technique is to reply 
with the same statement without 
giving any evaluation. For ex- 
ample: if the patient pounds the 
desk and says, This bill is exor- 
bitant, unfair and unreasonable, 
and the interviewer replies, You 
think the bill is too high. Almost 
invariably the patient will reply, 
Yes. Then, feeling that he has es- 
tablished this point the patient will 
go on to something else. 

This patient-complaint type of 
interview will have two stages. In 
the first stage the interviewer will 
be attempting to reduce the emo- 
tionality. In the second stage he 





will be trying to give corrective 
information to the patient or dis- 
cuss the problem rationally. While 
the patient is emotionally upset it 
is impossible to discuss the ques- 
tion rationally with him. Only 
after the patient has been emo- 
tionally relieved and quieted down, 
is he able to converse rationally 
about the problem. 

Essentially, the procedure is first 
to listen actively and indicate un- 
derstanding until the emotionality 
has been reduced. Then, the ra- 
tional discussion can be started. 

Sometimes the interview can be 

(Continued on page 119) 

















Double duty booklet 
amuses and advises 


What is the best method of informing the patient of 
policies, rules and regulations of the hospital? This ques- 
tion has been asked by hospitals for years. 

Many hospitals have endeavored to find the answer 
by informing the public of their policies through the 
newspapers, radio, etc. Other hospitals, like Broward 
General in Fort Lauderdale, Fla., feel that a better 
medium for informing the public is an information book- 
let that is humorous and has a minimum of explanation. 

Robert M. Gantt Jr., director of Broward General Hos- 
pital, reports that the humorous cartoons explaining the 
















hospital's services are directly responsible for the patient's 
acceptance of the hospital’s newly developed information 
booklet. The 24-page booklet also features a brief his- 
torical sketch of the hospital, tips on visiting hours, an 
explanation of hospital costs, and a questionnaire evalu- 









ating hospital services to the patient. 

Prior to the development of this booklet, the hospital 
had used an information pamphlet for many years. From 
interviews with patients Mr. Gantt learned the pamphlet 
was not widely read. Yet hospital officials knew that if 
the information could be conveyed successfully to the 
patient, it would greatly cut down on duplication and 
confusion as well as misunderstanding. It was then that 
the hospital decided to turn to the humorous approach 
of supplying this information to the patient through the 
medium of a cartoon-type patient information booklet. 

“We have had many favorable comments on the new 


booklet,’’ reports Director Gantt, “as well as many out- 
oy 






















of-town requests for copies of the booklet.’’ 
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FWNHE HOSPITAL Insurance and Diagnostic Services 

| Act, which went into effect on July 1, 1958, makes 

federal funds available to the Canadian provinces 
for the purpose of financing hospital care insurance. 

The provinces are permitted a wide area of freedom 

in the form and methods of administration of their 

programs, but certain requirements are mandatory 
under the national legislation. Among them: 

1. The province must make the insured services 

available to all residents upon uniform terms 

and conditions. 

2. The insured services must include the follow- 
ing, on either or both an inpatient and outpa- 
tient basis: 

@ Accommodation and meals at the standard 
or public ward level. 

@ Necessary nursing service. 

@ Laboratory, radiological and other diagnos- 
tic procedures together with the necessary 
interpretations for the purpose of maintain- 
ing health, preventing disease and assisting 
in the diagnosis and treatment of any in- 
jury, illness or disability. 

@ Drugs, biologicals and related preparations 
as provided in an agreement. 

@ Use of operating room, case room and anaes- 
thetic facilities, including necessary equip- 
ment and supplies. 

@ Routine surgical supplies. 

@ Use of radiotherapy facilities where avail- 
able. 

@ Use of physiotherapy facilities where avail- 
able. 

@ Services rendered by persons who receive 
remuneration from the hospital. 

@ Such other services as are specified in an 
agreement. 


CANADA'S NATIONAL 
HOSPITAL INSURANCE PROGRAM 


WHAT IT is 


3. The province must maintain adequate records 
and accounts respecting the cost of hospital 
services. 

4. The province must assure that high standards 
are maintained in hospitals through licensing 
and inspection services. 

5. The province must agree to make provision for 
the recovery of the cost of insured services 
when the patient is legally entitled to recover 
the cost of such services from some other 
person (or insurance company) by way of 
damages. 

A province may finance its share of the cost of 
the program by any of the tax sources constitution- 
ally available to the provinces, and a variety of 
methods is being used, including retail sales tax, 
general revenues, and premiums. 

The federal cost-sharing formula is designed to 
pay half the total costs of hospital services in the 
nation as a whole but to meet a larger share of 
the expenditures in low-cost provinces than in high- 
cost provinces. The formula provides that the Fed- 
eral government will pay to a province an amount 
equal to: 

(a) 25 per cent of the per capita cost of in- 
patient services in Canada, and 

(b) 25 per cent of the per capita cost of in- 
patient services in the province less the 
per capita amount of authorized charges 
(co-insurance), multiplied by the number 
of insured persons in the province. 

If a province has also introduced the outpatient 
benefit, the federal government will pay the same 
proportion of the outpatient costs as it does of the 
inpatient costs in that province—MALCOLM G. Tay- 
LOR, PH.D., associate professor of political economy, 
University of Toronto, Ontario, Canada. 
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Province and date 
plan is effective 









SASKATCHEWAN 
January 1, 1947 









BRITISH COLUMBIA 
January 1, 1949 








ALBERTA 
June 1, 1949 









MANITOBA 
July 1, 1958 






NEWFOUNDLAND 
July 1, 1958 






NOVA SCOTIA 
January 1, 1959 








ONTARIO 
January 1, 1959 









NEW BRUNSWICK 
January 1, 1959 









PRINCE EDWARD 
ISLANDS 


Late in 1959 





QUEBEC 
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not yet announced 


; 
| 
| 
| 


*!n some provinces, provincial and/or local governments pay premiums 


Membership 


Financing* 





Mandatory for all resi- 
dents. 


All residents covered. 


All residents covered. 


Mandatory for all resi- 
dents. 


All residents covered. 


| . 
All residents covered. 


Mandatory for all em- 


ployed persons associ- 
|ated with establish- 


} 
; 


| ments having 15 or|e 


|more employees. All 
other residents are en- 
couraged to subscribe. 


All residents covered. 


| Au residents covered. 


| 


| 


le 


Premiums ($17.50 


single, $35 family 
—per year). 
Federal contribution. 


Federal contribution. 
Provincial general 
revenues. 

$1 per day for every 
day a member is 
hospitalized. 
General revenues of 
province. 

Federal contribution. 
Coinsurance rang- 
ing up to $2 per 
day. 

Premiums ($24.60 
single; $49.20, fam- 
ily—per year). 
Federal contribution 


Provincial general 
revenues. 

Federal contribution. 
3 per cent retail sales | 
tax. 

Federal contribution. 


Premium ($25.20 
single $50.40 family 
—per year). 

Federal contribution. 


Probably by premi- 
um and federal con- 
tribution. 


Probably by premi- 
um and federal con- 
tribution. 


This chart was prepared by Malcolm G. Taylor, 
Ph.D., associate professor of political economy, 
University of Toronto, Ontario, Canada, and 
C. L. Francis, Ph.D., principal research officer, 
Research and Statistics Division, Department 
of National Health and Welfare, 
Ontario, Canada. 





Administration 


Department of Public 
Health, Medical and 
Hospital Service Divi- 
sion, assisted by repre- 
sentative, Health Serv- 
ices Planning Commis- 
sion. 

Commissioner of Hospi- 
tal Insurance Service. 


Department of Public 
Health, Hospital Serv- 
ices Division. 


Commissioner, Mani- 
toba Hospital Services 
Plan, assisted by repre- 


sentative, Hospitals 
Council. 
Department of Public 
Health. 


Representative, Hospi- 
tal Services Commis- 
sion. 


Ontario Hospital Serv- 
ices Commission com- 
posed of seven mem- 
bers from hospital, 
medical, labor and re- 
lated fields. 


Representative, Hospi- 
tal Services Commis- 
sion. 

Representative, Hospi- | 
tal Services Commis-| 
sion. 


for certain categories of public assistance recipients 





Ottawa, 


Place of Bive Cross 


No Blue Cross plan ever 
established. Alberta 
Blue Cross will write 
supplementary hospital 
coverage for residents. 


Does not function. Al 
berta Blue Cross will 
write supplementary 
hospital coverage for 
residents. 


Complements govern- 
ment plan by providing 
coverage in excess of 
ward care. 


Blue Cross ceasing op 
eration—all Blue Cross 
personnel employed by 
new agency. 


Probably supplemen- 
tary benefits in excess 
of ward care. 
Supplementary benefits 
and inhospital medical 
and surgical benefits 
through joint Blue 
Shield. 


‘Coordinated with gov- 


ernment program to 
provide coverage in ex- 
cess of government 


benefits. 


Probably supplemen- 


tary benefits and inhos- 
pital medical and sur- 
gical benefits through 
joint Blue Shield plan. 
Probably same as New 
Brunswick. 


| Will continue operation 


as before——an ap- 
proved Blue Cross plan. 
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CANADA‘S NATIONAL HOSPITAL INSURANCE PROGRAM 


HOW THE PROGRAM DEVELOPED .,, coroon 4. narcuer mo, om. 


"hao CANADIAN national hospi- 
talization insurance program 
is of interest to Americans be- 
cause the development of volun- 
tary and commercial hospital in- 
surance in the two countries has 
been quite similar. 

For example, as of Dec. 31, 
1956, an estimated unduplicated 
total of 7,047,000 persons! had 
private hospital insurance out of 
a total Canadian population of ap- 
proximately 16 millions. In On- 
tario, the largest and most indus- 
trialized province, voluntary and 
commercial hospital insurance 
plans covered nearly three-fourths 
of the population. 

Such figures 
familiar to Americans as_ the 


must sound a 
names of the agencies providing 
services. The insurance companie 
the Blue Cross Commission, the 
Cooperative Health Federation and 
even the Joint Commission on Ac- 
creditation of Hospitals all oper- 
ate in Canada in much the same 
way as they do in the United 
States 

Canada’s nation-wide govern- 
ment hospital insurance plan wa 
not forced on reluctant provincial 
(the equivalent of state) govern- 
ments by the federal authority 
For some time in fact, the federal 
government would not act until a 
majority of provinces, covering a 
majority of the population,? agreed 
to participate. The law, passed 
by the government of Canada in 
April 1957,5 is “An Act to Au- 
thorize Contributions by Canada 
(for) Programmes Administered 
by the Provinces.” 

It envisages federal payments of 
approximately 50 per cent* of the 


Gordon H. Hatcher, M.D., D.P.H., is re- 
search director and rehabilitation coordi- 
nator, Harmarville Rehabilitation Center 
Pittsburgh, Pa. At the time this material 
was prepared Dr. Hatcher directed a pro- 
gram of research and teaching in medica 
care administration at the University of 
Toronto, Ontario, Canada 


*The formula is based on 25 per cent of 
the average cost for all provinces, plus 25 
per cent of the actual cost for a given 
province. Estimated actual percentages will 
vary from 45 to 72, with higher hospital 
cost provinces receiving more money but 
a smaller percentage of their total costs 
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cost of comprehensive 
surance and hos 
diagnostic service 
ments of 
participate. The balance 
met by the provinces 


costs will average about $23 


person per year for ge 


, 
iation 
Government 


pDecause 


greater proportion 
tion and of it 
ered by |} 
any other1 
a popular 
plan, compe 
riers that 
ing a 

tion of ho pital cost 
substantial nongr« 

The cooperative 
province are the 
in the country, have 
of the farm population 
county, and have pions 
trophic and deductible 
This province has a 
tal association and 
schools that encourage high stan 


ards of care. Since 1935 it ha 











forms of taxation. Most health 
responsibilities—including the li- 
censing of physicians and hospi- 
tals, and the provision of public 
health, mental and _ tuberculosis 
care—are traditionally provincial 
responsibilities. The provinces 


vary greatly in size, population 
and economic resources. 
With some interesting excep- 


tions, the Canadian acute general 
hospital system—if it can be called 
a “system’’—is based on the inde- 
pendent voluntary local hospital. 
Outside of the Province of Que- 
bec, with its predominantly 
French-speaking, Roman-Catholic 
population, the majority of these 
hospitals are under lay rather than 
religious management. They are 
licensed and inspected by provin- 
cial governments, usually by health 
departments. Except where super- 
seded by government hospitaliza- 
tion insurance, hospitals receive 
grants from. provincial 
ments for the provision of care 
to the indigent in the hospitals 
departments. 


govern- 


and in outpatient 
These are called 
hospitals. Special hospitals for the 
virtually unknown 


public general 
indigent are 
and proprietary hospitals are so 
rare as to be negligible 
Canadian public general hospi- 
tals have approximately five beds 
per thousand population. The 
provinces that first introduced 
hospitalization insurance, Sas- 
katchewan and Alberta, have close 
to seven per thousand and the At- 
lantic provinces closer to three 
When federal hospitals for Indi- 
ans, the armed services and vet- 
erans, sick mariners and other 
special federal responsibilities are 
included, and also the provincial 
tuberculosis and mental hospitals, 
the total number of hospital beds 
per thousand population exceeds 
11.5. Nearly half of them are con- 
trolled by local, provincial or fed- 
eral governments.® 
PREVIOUS INSURANCE PROGRAMS 
Prior to July 1, 1958, when the 
federal plan became effective, 5 of 
the 10 provinces had 
government hospitalization insur- 


Canadian 


ance programs.® In two provinces, 
Saskatchewan and British Colum- 
bia, these plans were virtually uni- 
versal in coverage and in Alberta 
and Newfoundland certain seg- 
ments of the population did not 
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need to carry such coverage. Until 
last July, there was no federal 
assistance or participation in these 
plans. 

Although, most of these plans 
had local origins and a long period 
of development, federal action 
has certainly had some influence. 
In 1944 the Canadian government 
tabled in Parliament a draft 
health insurance bill which in- 
cluded both hospitalization and 
physicians’ services. In 1946, in 
a conference with the provinces, 
the dominion government offered 
to pay a substantial proportion of 
the cost of such a program, to be 
administered by the _ provinces. 
The provinces did not accept this 
offer. 

In 1948 the federal government 
announced it was introducing the 
first phases of this program. What 
was offered, however, was a series 
of grants—mostly with matching 
provisions—to the provinces for 
needed hospital construction and 
for other public health services 
These grants are very. similar to 
grants in the United States unde! 
sections of the Social Security Act 
and the Hill-Burton 
Americans will also see in these 
developments the counter part of 
the Wagner-Murray-Dingell Bills 
and some of the proposals put 
forward by former President Tru- 
man, former Governor Ear] War- 


Program 


ren and others. 

The federal proposals undoubt- 
edly stimulated Saskatchewan to 
introduce its hospital insurance 
plan in 1947, anticipating federal 
financial They also 
stimulated voluntary hospital and 
physician-sponsored plans to en- 
roll as much of the population as 
possible and to offer benefits a 


assistance. 


comprehensive as possible.!. 7 
Most Canadian Blue _ Shield 

plans offer home and 

office care as well as 


complete 
complete 
physicians’ services in_ hospital 
Some permit no extra billing by 
the physician what the 
plan pays. Five provinces have or- 
ganized medical welfare program 
for the indigent providing physi- 
cians’ services on a fee-for-service 
hospital 


beyond 


basis in home, office or 
and with free choice of 
cian, In three provinces these are 
including 


physi- 


fairly comprehensive 
drugs, dental care and other bene- 
fits.6 








When the government hospital 
plan was introduced in Saskatche- 
wan, there was no Blue Cross plan 
and no significant voluntary o1 
commercial enrollment. In 1949 
when British Columbia introduced 
a very similar program the Blue 
Cross plan went out of busines: 
On the other hand programs of 
voluntary and commercial insur- 
ance, particularly those providing 
comprehensive 
ices on a service rather 


physicians’ serv- 
than an 
indemnity basis, have done very 
large 


well in where 


proportions of the 


provinces 
population are 
covered under hospital insurance, 
whether it be government or vol- 


untary. 
HOSPITALS NOT CHANGED BY PLAN 


Details of the government hos- 


pitalization plans operated by 


Canadian provinces are covered 
in the chart, page 44. By this time 
next year it is anticipated that 9 
of the 10 provinces will be partici- 
pating 

general 


The following more 


points are also of significance 

1. Provincial government oper- 
ation of a hospital insurance plan 
has not substantially changed the 
predominantly voluntary Canadi- 
an public A rate 


board from the government plan 


hospital system 


reviews the hospitals’ budget 
and payment methods have been 
devised that discourage excessive 


bed occupancy. There are occa- 


sionally quite sharp complaints 


over control of costs in this way 
provincial 


In general, however, 


hospital associations have _ en- 
dorsed the government hospital 
plans. There have been substan- 


tial benefits in improved efficiency, 
higher standards of service, and 
more rational planning of hospi- 
tal construction 

2. The great 
fits and administrative 
ments in the different 
has led the Canadian government 
to insist on only a minimum of 
uniformity, in the belief that these 
should be adapted to 
and needs. In 


variety of bene 
arrange 


province 


programs 
traditions 
order to qualify for federal hos- 
grants the only 


local 


pital insurance 
requirements were universal cov- 
erage, provision of diagnostic lab- 
oratory and radiological service 
both in and out of hospital (in an 
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attempt to eliminate unnecessary 
diagnostic admissions), and a limit 
on cO-insurance or deterrent 
charges so they would not place 
an burden 
the of these 


requirements were later relaxed. 


excessive financial on 


patient. Even some 
3. In general, the provincial hos- 
pitalization insurance plans have 


operated efficiently and without 
undue difficulties due to excessive 
Administrative 


particularly 


for care 


has 


demands 
efficiency been 
notable in the Saskatchewan plan 
In each of the first 
administrative costs and 


nine years of 
operation, 
the 


by 


number of persons employed 
the 


3ecause 


reduced. 
to 
if govern- 
at all 
administrative 
ss than 


commer- 


plan have been 
of the ability 


revenue through taxe 


ralse 


ment plans are operated 


efficiently, their 
costs can be considerably le 


those < 


10 voluntary and 
cial plan 

In 1956, plan 
strative cost 
cent of total 
enues, the British Ce 


a difficult star 


aaminl 


rev- 


pel 
ylumbia 


prog 


ram, 


recently ihed an even 
rate 

On the oth hand, uti 
has 


in the provinces w 


been very high, pal 
hich have 


Fo 


an ha 


bed-population rate several 
provided 
pa- 


ind 


katchew 
two thousand 
thou 
which 
than 


without 


years Sa 


approximately 


pel 
per cent higher 


utilization in province 


compulsory hospitalization insu 


ance. Costs have run in the order of 
per year” which 
iderably higher in 
where labo1 


in hospital 


$25 per capita 


would be con 
the United 
costs, the 
care, are much higher. 


State 


major item 


ROLE OF VOLUNTARY INSURANCE 


Traditionally, the role of volun- 


has been to demon- 
to 
and 
test a 


need, 


tary effort 
popular 
to 
fol 
to 


strate a need, obtain 


understanding support, 
and method 
the 
enlist public resources to extend 
the method to the 
whole population. This 


a pattern in many health and wel- 


develop 


meeting and then 


the benefits of 


has been 


collection was replaced 
by sales tax in 1954, the administrative cost 
dropped to 2.3 per cent of total revenues 

**$26.54 in Saskatchewan in 1956, in- 
cluding costs of administration 


*When premium 
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must be designed fo: 


ity the 


plans 
eat 


mon 


fare activities uch tubercu- 


lowest 
The 


pram 


control. gl majo! con 
this mean that 


commercial plans 


losis 
Does 


and 


denominato! 
Social Security Pt 


put the annuities di 


voluntary 


should go has n 


out of business when the gov- visions « 


ernment plan in Canada begins? insul mmpanies out of 
I do not think so. I reminded 5 
of the fact that Sir William Bev- 


(who fathered the 


comprehensive 


itchewan plan 


Most 


am 


eridge 


more ment except 
health 


England) wrote a book on 


Ppovernn 


and hospital program in covered Workmen 


+ tedly pe 


untary effort as a sequel to hi wl ndout 
“Beveridge Report” on social in- 


allied 
ho pital 


surance and services 

Voluntary 
insurance plans may see their role m emphasiz 
as (a) the hospital and 


plement o1 


and he; 
A j ha 
an alternative, 
ical 


] 


" tot 
napdliltation 


Taciiit 
partner to ¢£ 


and policy 


AS AN ALTERNATIVE 


It seems 


nadians, at least, 


improbable that ( 


and comme! 


ance plans a 
nt progi 
plans hay 
appreciate 
to extend 
whole population 
desire protection 
dictable 


+ 


re ricti' 


I ri ve ciauses 1n 
which are often ess¢ 
ntary and comme! 

The Saskatchewan 


nat compre 


provided, cove! 


nlimited lens 
dete 


sed to the 


no rrent or co-insur: loc: governments 


already meeting about 


patient at all whe 


to hospital, and all effi hit f total general spital 


administered by govern- costs. Direct patient payments ac 


40 per 


t counted for nearly cent 
The 


hospitalization 


cent of the population en 


rr a reasonable annual cos 
In the long run the st! 


traditions of voluntary 


] al 
ongest local voluntary and 


action and plans, 


the most imaginative and efficient 50 per 
‘t about a 
and the rate of gr 


leveling 


voluntary } F rol , me quarte! 


tration are bound to fail in com- 


against such a progran 6th plans was 


the 


petition 

backed by 

to tax 
Of 


term 


government’s powel! hospitals were 


ends meet 


eulties making 
uiLt1eS Making 
government fin 
they 


yments 


this is only a long- ncreased 


Some 
the 


course, 
necessary Since 
their 


anyway, 


View provinces may was 


not enter program tor some increase 


time, and in others there may be pitals some provincial 


its 
To supplement the 


delays in initiation governments decided to use the 


additional powers that operating 
would 


balanced 


government 


program is another obvious and a hospital insurance system 


socially desirable objective of provide “to develop a 


voluntary plans. Government and integrated system of hospi- 
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; 
tne 


American 


+ 





tals’* and keep costs within rea- 
sonable limits. 

A third 
between voluntary plans and gov- 
ernment would be an administra- 
tive partnership to carry out gov- 
ernment policy. The Ontario Hos- 


possible relationship 


pital Commission has apparently 
entered into some such partner- 
ship with the local Blue Cross 
plan. In the United States, volun- 
tary plans have undertaken to ad- 
minister the medical care program 
for dependents of armed services 
personnel. Other examples could 
be cited. 

Government could ask all com- 
mercial and voluntary plans to 
meet certain minimum standards 
and become carriers of govern- 
ment insurance. This was the 
method used for health insurance 
in Great Britain from 1911 until 
1948. 

It caused the 
costs of all these duplicating plans 


administrative 


to exceed by several times those 
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of other continental countries 
where such duplication was 
avoided. It also led to a number 
of abuses, due to the varying ben- 
efits resulting from the varying 
age and sex distributions of bene- 
ficiaries of the different carriers, 
despite the fact that all were re- 
quired to pay a common premium 
rate and therefore felt entitled to 
similar benefits. The use of com- 
petitive commercial carriers is a 
method for Workmen’s 
coverage in this 


common 
Compensation 
country, and by and large its re- 
sults are not encouraging. 

Any of the other alternatives 
seems to be just another name for 
the same thing—a government 
administration. If a single plan 
is chosen to be the carrier, for 
example the Blue Cross Plan in 
Ontario, to what extent can it 
remain an independent 
agency? A government 
theoretically can be 


nongov- 
ernment 
commission 
more free from certain kinds of 








political pressures, but is more 


likely to be subject to pressures 
of special interests outside gov- 
ernment. Unless its employees are 
protected by a Civil Service sys- 
tem it is likely to become very 
political indeed, and if they are 
so protected the government com- 
mission is really just another de- 
partment of government. bad 
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HOW THE PROGRAM AFFECTS HOSPITALS by MALCOLM G. TAYLOR, Ph.D. 


What is the position of hospi- 
tals under the national hospital 
insurance program? 


The legal fact is that their 
position is unchanged. Hospitals re- 
main privately owned or munici- 
ses—volun- 
external 


pally owned enterpri 


tary, autonomous. The 
requirements of the program have 
to do with licensing and accredita- 
tion standards. 

Underlying the legal position is 
a philosophy that, in a democratic 
society, the agencies that serve 
people at a local level should be 
owned and controlled at the local 


level. In the hospital field, this has 


been especially true. The high 
standards of Canadian hospitals 
have been achieved by a com- 


Malcolm G. Taylor, Ph.D., is associate 
professor of political economy, University 
of Toronto, Ontario, Canada. 
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bination of qualified professional 
staff, able administrators, and en- 
lightened, public spirited trustees. 
So remarkable a system is worth 
preserving, supporting, and de- 
veloping. 

The introduction of a centralized 
insurance system, paying operating 
costs, does not (and if we mean 
what we say about the importance 
of local control, should not) dis- 
turb the basic responsibility at the 
local level for the provision of the 
facilities. Major responsibility 
ought to remain for voluntary and 
local financing of essential con- 
struction, assisted in some degree 
by grants from senior governments. 


What will be some of the major 
effects on hospitals? 


@ There will be a new emphasis 
on budgeting. This seems a desira- 


ble development, for budgeting is 
a basic tool in sound management. 
It should result in major improve- 
ments in administration. 

@ There will be full payment of 
reasonable costs on behalf of in- 
sured persons, including payment 
for indigents. This should enable 
trustees and administrators to di- 
rect less attention to fund-raising 
for deficits and more to improving 
and expanding services 

@ The proposed method of pay- 
ment provides for hospitals retain- 
ing an important part of earnings 
for semiprivate and private accom- 
modation. This will provide sub- 
stantial sums for purposes within 
the discretion of each hospital. 

@ An increase in utilization will 
probably result. This will create 
problems. It will be more impor- 

(Continued on page 119) 
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WHAT’S AHEAD 


new areas of medical care empha- 
sis. He will also share the re- 
sponsibility for seeing that those 
areas no longer serving progres- 
sive medicine are not retained at 
previous budget levels. 

For example, recently the U.S 
Health 


that routine x-raying of patients 


Public Service indicated 


is potentially dangerous and 
should give way to patch testing. 
If the recommendation is accepted, 
hospitals will have to adjust the 
budget of the x-ray department 

accordingly 
A nonessential 
rr eliminated. It 


ft to burden the 


service should 


structure. An alert controller 
aid the to make 
orderly change 

ll bea change 
patie nt ruture 


1] { 


handling. Long-tern 

will come to hos- 
ter numbers. 

There will also 

more outpa- 

and ambu- 

patients 

trend will 

problems 


>» accountant, 


FOR THE HOSPITAL ACCOUNTANT °°, 


These 


by HARVEY SCHOENFELD 


rYN\HE FUTURE is bright for the 

| hospital accountant who wish- 
es to rise above routine facts and 
figures. Eight factors support this 
contention 


] The future of all hospital 
® personnel depends, of course, 
on the future of hospitals. Every 
indication is that hospitals will 
continue to be not only a major 
industry, but also a potent com- 
munity force. 

Since 1900 the practice of medi- 
cine has been 
namic in its function, content and 
scope. Accompanying changes have 
also taken place in medical care 


increasingly dy- 


Harvey Schoenfeld is director, Barnert 
Memorial Hospital, Paterson, N.J 

This material is adapted from a paper 
presented at the 1957 Seminar for Hospital 
Accountants and Business Office Personnel 
sponsored by the United Hospital Fund, 
New York, and the Greater New York 
Hospital Association, December 1957. 
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Hospital accounting is a future in 
itself, states the author, and not just 
a stepping stone to another area. He 
discusses eight faetors that will in- 
fluence the direction hospital account- 
ing will take in the years ahead. 
administration. In the future even 
more radical changes will be oc- 
curring. 

The hospital of today will prob- 
ably be as archaic in 25 years as 
those of 1900 are today. This will 
have great bearing on administra- 
tive functions. There will be more 
emphasis on control functions to 
insure coordination of many com- 
plex areas, particularly the “cost 
centers.” 

The accountant will be con- 
cerned with keeping these areas in 
line. He will be charged with the 
main responsibility of setting up 


patients 
will have to be 
screened and proc- 
essed faster than 
any other type to 

necessary income Ior 

ion. Patients with 

party contracts will present 

a particular problem. No doubt 
this will require changes in pro- 
cedure to speed approval of the ad- 
mission. Delays will mean mount- 
receivable with 


ing accounts 


greater problems of collection 


3 The growth of third party 
eve payments will continue. In 
the not-too-distant future almost 
all of the 
covered in some degree by 
markedly 
affect the accounting department 


population will be 
such 
payments. This. will 
there is balance 


Today some 


among the sections of the ac- 
counting department. The future 
holds a tremendous growth in the 
While hospitals 


now do a great deal of Blue Cross 


insurance section 
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and other insurance work, in the 
future the insurance section will 
be an even bigger part of the 
accounting procedure. 

The growth of third party pay- 
ments, however, presents an even 
serious problem: the long 
patient’s dis- 
payments. 


more 
delay between a 
charge and receipt of 
To insure sufficient working capi- 
tal, billing must be speeded up— 


another challenge for the future 
hospital controller and his col- 
leagues 


4. If administration is to do its 
© job well, it must have the 
data to make These 
data come from statistics and re- 
ports. This means that workable 
measurements of services provided 
and work accomplished must be 
developed. Refinements of present 
methods for determining costs per 
bed, efficiency of nonpatient care 
service departments, distribution 
of overhead, use of fuel and linen, 
etc., should be developed. Redef- 
inition of ratio-patterns—such as 
adult service costs vs. infant serv- 
ice costs and similar rules of 
thumb—are essential. 

The trend to scientific analysis 
has already begun in the hospital 
field, although many years behind 
industry. These techniques will 
tools of the in- 


decisions. 


continue to be 


CLEVELAND AGENCIES PUBLISH 


DIRECTORY OF SERVICES 


FOR CARE OF 


THE CHRONICALLY ILL 


To give physicians and staffs of health, welfare and 
educational agencies a more comprehensive knowledge 
of the services available to the community for care of 
chronically ill, the Cleveland Academy of Medicine and 
the Welfare Federation of Cleveland recently published 
a directory of the services available in the Greater 


Cleveland area. 
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telligent accountant of the future. 


™ More mechanization is com- 
o. ing, even for the smaller 
hospital. This presents a partic- 
ular challenge to the _ hospital 
accountant since many of his pro- 
cedures adapt themselves to auto- 
mation. Payrolls are already auto- 
mated. Accounts payable are 
partially so, and it is only a mat- 
ter of time before this process, 
too, becomes purely automatic. 
Accounts receivable can also be 
adapted by using punch cards and 
tape mechanisms. Even bills can 
be paid to a machine instead of 
a clerk. 

Certainly automation will de- 
crease human error and speed up 
processing. The more the future 
accountant understands about 
electronic data processing, there- 
fore, the more successful he will 
probably be—no matter what the 
size of the hospital. Mass produc- 
tion of such equipment should 
bring it within the reach of every 
progressive institution. 


There is a likelihood of more 

® government control through 
the extension of health and wel- 
fare services to the aged, the 
disabled, and the chronically ill. 
Accounting procedures will be 
burdened with the necessary re- 








ports, controls and records that 
such payment will demand of hos- 
pitals. Hospitals must be prepared 
to meet this challenge, expecting 
that their activities will be chan- 
neled to some degree by govern- 


ment requirements, 

e The search for efficient man- 
® agement will continue. The 

responsibility for this function 

will probably be placed in the 

hands of the accountant. The pub- 

lic is demanding, and I feel right- 


fully so, that hospitals be con- 
ducted in an efficient manner. 
Charitable institutions must be 


able to stand the light of public 
view. Many professional organi- 
zations, including the American 
Hospital Association 
United Hospital Fund, have been 
concerned with methods improve- 
ment and cost savings 

Industries have employed man- 
agement engineers as part of thei 
controllers’ departments for many 
years. The hospital which cannot 
afford 
velop this 
the responsibility in its accountant. 
This is a logical development be- 
future accountant will 


and the 


such a specialist will de- 


function by investing 


cause the 
have, as his 
supervision of those management 
duties that could aid in insuring 
(Continued on page 120) 


major concern, the 





In addition to medical facilities, this directory lists the 


nursing, rehabilitative, educational, financial and case- 
work services available. Special sections of the book deal 
with the treatment of chronically ill children, older persons 
and veterans. Approximately 200 different agencies are 
listed in the 118-page book. 


referral procedures. 


Information given about each agency includes: serv- 
ices, eligibility requirements, area served, fees, hours and 


The publication was financed by the Cleveland Acad- 
erny of Medicine, the Welfare Federation of Cleveland, 18 


special health agencies and a private grant. The publica- 


tion was produced under auspices of the Committee of 
Special Health Agencies, a subcommittee of the Commit- 
tee on Chronically Ill, Welfare Federation of Cleveland. 


More than 2800 copies of the book have been dis- 
tributed to doctors in the Cleveland area. Copies of the 
book are available at $3.50 per copy from the Chronic 
lliness Information Center, Welfare Federation of Cleve- 
land, 1001 Huron Road, Cleveland 15, Ohio.—JOHN W. 
MARTIN, M.D., chairman, Committee on Directory of Serv- 
ices for the Chronically Ill of Greater Cleveland. . 
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FORCES AFFECTING 


THE COMMUNITY'S 


HOSPITAL BILL 


YULL AND adequate hospital 
| care is becoming an accepted 
component in the average Ameri- 
can’s standard of living. It is an 
economic axiom that as national 
increased demands 
personal 
This simply reflects the fact that 


income rises 


are made for service 
people have a greater proportion 
of their income left for discre- 
tionary spending after the pur- 
chase of food, clothes, and shelter 

All of us are aware of the 
dramatic increases in national per- 
sonal income during the last 20 
Consumer afte 
taxes, appears to have hit a new 
peak of almost $300 billion. 

The dramatic change in income 


years income, 


has not been so much in the total, 
however, as in the manner in 
which this total has been dis- 
tributed. This country is appar- 
ently undergoing the greatest eco- 
nomic and social revolution of all 
time. Figures released recently by 


Ray E. Brown is superintendent, Uni- 
versity of Chicago Clinics 
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In Part I of this two-part article, the 
author discussed the forces which af- 
fect the community’s total hospital 
bill, but over which the hospital has 
little if any control. In Part Il, the 
author continues this discussion and 
summarizes the forces described in 


both parts of the paper. 


the U.S, Census Bureau show that 





48 per cent, or almost half, of the 
families had 
comes last year of between $5,000 
and $15,000. Fifteen 


only 5 per cent of a smaller num- 


country’ total in- 


years aZoO 


ber of families had an income of 
more than $5,000. The median in- 
come per family (half the families 
earned more: half less) in 1957 
was $4,971 as 
median of $3,890 in 1952, just five 
years earlier. 

In the 
going to those at the top of the 
income ladder slipped again. Only 


+ 


compared to a 


meantime, the portion 


1.9 per cent of the nation’s fami- 
lies had an income ot more than 
$15,000 in 1957. The 


correlation 


ievel of the general 


hospital 


of income 
population with usage 
can be demonstrated in a general 
way. 

A comparison of average days 
of general hospital care for the 
10 states with the highest per 
capita income in 1956 and the 10 
states with the lowest per capita 
income in 1956 shows that the first 
group of states used an average of 
123 days of care per 100 members 
of the population as compared with 
only 89 days for the second group 

This represents a difference of 
over 38 per cent in hospital usage 
by the population in those states 
with the highest per capita income. 
It is the author’s 
is not so much a meas- 


opinion that this 
comparison 
ure of the difference in ability to 
pay for hospital care as it is the 
increased demand for hospital 
care that goes along with higher 
income and a consequent improved 
tandard of living. 

The rising standard of living of 
the American public has not only 
incorporated adequate hospital 
care as a usual and expected part 
of living, but it has also caused 
a demand for a nicer and more at- 
tractive sort of hospital service 
Ho pital: 


patient 


have been asked by thei 
to match the niceties of 
the motels the motorist finds along 
the highways. This calls for air- 
conditioning, piped in radio, per- 


haps television and _ certainly 
drapes at the window. It also calls 
for a telephone at the bedside and 
ome choice as to the entree served 
at meal time 
Hospitals have been forced 


add these and other nicetie 


they became commonplace in mo- 
tels, shops, restaurants, and othe1 
establishments serving the general 
public. Their effect on the patient’s 
recovery is debatable and certainly 
Their effect 


on the hospital’s unit cost, how- 


not highly significant 


ever, 1s significant 
Their 
from the demand of the commu- 


provision has_ resulted 
nity that hospitals service be aft 
least as attractive and convenient 
as the standard of living to which 
the community has otherwise be- 
come accustomed 

The community has added per- 


ceptibly to the operating costs of 
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the hospital from another direc- 
tion. During the years of 
the hospital’s development in this 
country, its largely 
confined tc the poor who lacked 
their 
homes the minimum needs of the 
sick in the way of food, linens and 
Because 


early 
service was 


the means to provide in 


a sanitary environment. 
hospitals were serving the poor, 
at no charge or at most a nominal 
charge, the hospitals were granted 
immunity from public liability and 
malpractice claims. The idea was 
that the hospital was a charity 
and any recovery against 

the hospital was actually 


a recovery against a 


charity. INDEX 
The attitude of the r 

community toward hos- 250 + 
pital immunity started | 
undergoing a change pa i ve 
when the advances of Pe 

int 200 
medicine made it neces- 
sary that everyone use 
the hospital. The doc- 

. : - STAY 
trine of immunity be- 1s. . Le” 
came a barrier against _— a a ee 
7 —_ 
the claims of the citizens Ry L-7T 
° —_—-_ 
who were paying as well “7 Conor, Snes PEER 
: : a 

as the claims of those 100 
who were not. In recent 1946 1948 1950 Ws2 1954 


years this change in at- 
titude on the part of the 
community has caused a 
rapid erosion of the im- 
munity doctrine 

This 
described by the follow- 


erosion is aptly 
ing comment from a re- 
cent opinion handed down by 
the Supreme Court of Ohio when 
it reversed that state’s former 
rule of immunity: “The immunity 
of charities is clearly in full re- 
treat in this country. And it may 
be predicted with some confidence 
that the end of another decade will 
find a majority of the American 
jurisdictions holding that it does 
not exist.” 

A few months later, New York’s 
highest court decided, ‘Hospitals 
should shoulder the responsibili- 
ties borne by everyone else—li- 
ability is the rule, immunity the 
exception.” 

The New York is prob- 
ably correct, and hospitals should 
shoulder the same responsibilities 
else. What 
everyone else must realize, how- 
ever, is that they are paying the 
burden placed 


court 


borne by everyone 


cost of this 


new 
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upon the hospital. It is not a small 
burden. Because of the nature of 
hospital service, the hospital’s ex- 
posure to liability claims is much 
greater than that of other types 
of enterprise. Also, perhaps be- 
cause of the mystery surrounding 
medical and _ hospital 
juries have shown a strong sym- 
pathy for those who bring reason- 
ably plausible claims against the 


activities, 


hospital. 

This set of circumstances forces 
liability underwriters to 
almost prohibitive rates for hospi- 


charge 


‘NATURE OF HOSPITAL COSTS’ 





ment plans have not as yet per- 
mitted hospitals to include thi 
cost as part of the reimbursement 
the prepayment 
the hospital for service to mem- 
Further spread of 
ment coverage over a larger seg- 
ment of the population will make 
this burden so intolerable to the 
patients that 


plans make to 


bers. prepay- 


few remaining pay 
hospitals will be forced to compel 
the prepayment plans to cover the 
cost of service rendered to the 
medically indigent 
Much has been said about the 
effect 
vances on the daily oper- 


of medical ad- 


ating costs of hospitals 


Indeed, much can be said 





in that regard, and the 
full story of the effects of 








those medical advance 


Ve would still be only half- 
told. The mushrooming 








discoveries of medicine 
are the reason the mod- 
ern hospital has devel- 


oped. The effects of these 



































discoveries on the oper- 
ating costs of the hospi- 
tal, however, tell only 


half the 





story so far a 








The chart above, used to illustrate Mr. Brown’s earlier 
article, “The Nature of Hospital Costs” (HOSPITALS, 
J.A.H.A., April 1, 1956), has been extended to include 
1957 statistics. These statistics show that costs per day 
and per stay have continued to climb sharply in 1957 
when compared to the relatively stable position of the 
Consumer Price Index. 


tal liability coverage. Many liabil- 
ity underwriters will not even ac- 
cept hospital business. The added 
cost to hospitals represented in li- 
ability insurance, or court awards, 
in those states where immunity has 
been removed is sizable. Inevi- 
tably, this added cost becomes a 
part of the prepayment sub- 
scriber’s monthly premium. 
Community attitudes will affect 
prepayment rates in another con- 
nection. Traditionally, the 
munity has forced the hospital to 
pass a part—and in many com- 
munities all—of the cost of the 
medically indigent on to the hos- 
pital’s pay patients. For some 
reason it has been left up to the 
hospital to 
care of those who could not pay by 
“taxing” the sick through their 
hospital bills rather than by a tax 
on the whole community. Prepay- 


com- 


recover the cost of 





their influence on the 
community’s total hospi- 
tal expenditures are con- 
cerned 

The effect on the util- 
ization of hospitals is in- 
creasingly as 
In the first 
advances now 


s important 
place these 
medical 

permit doctors to offer treatment 
to patients whose condition was 
classified as hopeless and incurable 
a few years ago. These patients 
represented no expense to the pre- 
payment plans because there wa 
no treatment for them. If one re- 
views the average hospital’s cen- 
sus today it is likely that a goodly 
per cent of the patients will be un- 
dergoing therapy that was un- 
known just a few years ago. Much 
of this new therapy is difficult and 
of long duration. The effort on be- 
half of these patients consumes an 
increased number of more costly 
hospital days that represent a net 
addition to the pay-out total of 
the community’s prepayment plan 
Hospitals and prepayment plans 


think it very doubtful that the 


community would want this work 
stopped. They hope that the com- 
munity is equally willing to under- 
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stand the financial consequences. 

The rapid advances of medicine 
have been necessarily accompanied 
by a rapid increase in specializa- 
tion by the doctors. They have 
been forced to restrict their study 
and work to smaller areas of medi- 
cal science in order to keep abreast 
of the rapid developments in that 
science. Specialists are in general 
the largest users of hospital facil- 
ities for the same reason they are 
specialists. The rate of increase in 
specialists can therefore 
serve as a sort of index to the rate 
of increase in the utilization of 
hospital facilities 


medical 


THE ERA OF SPECIALISTS 

Training for a medical specialty 

i ecured through hospital resi- 
dencies approved by the Ameri- 
can Medical Association. As late 
as 1951 there were a total of 15,851 
residents in training. In 1956 their 
number had increased to 23,012 
The number of different medical 
pecialties recognized by the 
AMA in 1951 
these specialized branches of medi- 
cine had increased to 30.14 Some 


idea of the magnitude of this need 


was 27. In 1956 


for specialized knowledge by doc- 
tors, and the extent to which they 
are seeking it, can be gained from 
the fact that the number of doc- 
tors in residencies in 1956 equaled 
more than three times the num- 
ber of medical school graduate 
for that year 

Medical advances will increase 
the burden of prepayment plans 
in another and somewhat para- 
doxical way. Prepayment plans are 
chiefly concerned with general hos- 
pitals. Two major diseases, tuber- 
culosis and mental disease, have 
been an accepted responsibility of 
government and special hospitals 
for these diseases have tradition- 
ally been operated at government 
expense and without charge to the 
Important 
vances in both those diseases, how- 


patient medical ad- 
ever, are causing a shift of many 
tuberculous and mentally ill pa- 
tients into community general hos- 
pitals. This consequently shifts the 
expense of their care to the pre- 
payment plans. 

Developments in chemotherapy 
for the treatment of tuberculosis 
have reduced the death rate in 
that disease no less than 70 per 
cent between 1949 and 1956. The 
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decrease was from 25.5 to 7.6 per 
100,000 population.5 This has 
meant the closing of many gov- 
ernmentally operated tuberculosis 
hospitals because of greatly re- 
duced censuses, 

In each community, however, 
there remains, and will remain for 
many years, a number of tubercu- 
lous patients. Such cases will re- 
quire intensive chemotherapy 
treatment and follow-up care in 
their private offices 
The doctor and each patient’s fam- 
ily will quite properly insist that 
the local community hospital pro- 
vide hospital care for these pa- 
tients and that their prepayment 
plan finance such care. The result 


physicians’ 


will be an increase in the numbe! 
of days of care utilized in the gen- 
eral hospital and a consequent in- 
crease in the cost to the prepay- 
ment plans. 
Already an increasing numbe! 
of general hospitals and prepay- 
ment plans are taking over such 
patients in thei I A 
development 


imilar occurring 


in mental disease. The discovery 
of the tranquilizing drugs h 
provided a cure for ment: 
but it has provided a 
safely hospitalizing most 
patients on the open floors 
general hospital 

R. A. Chittick, M.D., 
tendent of the Vermont State Men- 
tal Hospital, stated recently!® that 


due to the use of 


superin 


tranquil 

drugs, “physical restraint and se- 
clusion have been practically elim- 
inated” in the treatment of mental 
patients. Families of those patients 
will rightfully insist that they now 
be treated, as the other sick of the 
community, by private physician 
in local community hospitals. They 
will likewise insist that the cost of 
such hospitalization be paid by 
prepayment plans. To the extent 
this happens the taxpayer’s burden 
will be decreased, but the prepay- 
ment subscriber will discove 


monthly rates have 


taken up the slack in hi: 


prepayment 
taxes 


EFFECT OF PREPAYMENT 


One of the most important forces 
affecting the use of hospital care 
is the prepayment movement itself 
The spectacular growth of this 


movement is well known. Over 
two-thirds of our population now 


have some form of hospital cover- 


prepayment 
utilization 


age. The effects of 
coverage on_ hospital 
are, in my opinion, clear. 

In the report of a nation-wide 
survey made in 1953,!7 the Health 
Information Foundation states “the 
admission rate to hospitals for all 
persons was 12 per 100 of the pop- 
ulation. For persons with (hospi- 
tal) insurance the rate was 14; fo 
those without insurance the rate 
was 9. The number of hospital days 
per 100 persons for all persons per 
year was 90. For those with in- 
surance there was 100 days pe! 
100 persons, and for those without 
insurance, 70 days per 100 per- 
pea 

Somewhat findings can 
be demonstrated by comparing the 
10 states with the highest 
centage of population enrolled in 
in 1956 with the 10 
the lowest percentag 

that year. The 10 
en! t states in 1956 


per- 


olled in 


average of 128.2 days of 
hospital care per 100 of 
tion as compared with 101.1 
the lowest enrollment 
with prepayment 


+ 


more hospital 


ervice thi: those without such 


+ 


coverage there has been a ten- 

the prepayment 

> terms “abuse” and 

have been used and 

mehow the hospitals and the doc- 

ve been associated in a con- 

racy to foster this supposed mis- 
prepayment 

The question as to whether cer- 

tain individuals may have gone to 

the hospital too often and stayed 


oo long has no easy answer. There 


are no concrete standards by which 
to determine appropriateness of 
hospital usage. The question 
involves a complex of medical, eco- 
and cultural factors as re- 


lated to the 


nomic, 
well-being and con- 
venience of the individual patient 
The essential question in this con- 
concerned with 
with 


nection 1s. not 
whether 


coverage used more hospital care 


those prepayment 
If prepayment is serving any social 
purpose at all it would be expected 
that its members would have had 
better financial access to hospital 

The more practical question is: 
Do patients utilize hospitals’ and 
doctors’ services because they have 
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prepayment; or, on the contrary, 
do patients have prepayment be- 
cause they want to use hospitals’ 
and doctors’ services? 

There is some evidence that the 
latter is the case and that prepay- 
ment coverage is a characteristic 
of those individuals who have built 
adequate medical and hospital care 
into their standard of living. In 
the study by the Health Informa- 
tion Foundation referred to pre- 
viously it was found that ‘“‘on the 
basis of the median, families with 
insurance incur charges exceeding 
twice that of uninsured families, If 
the amount paid by insurance is 
deleted, leaving out of pocket ex- 
penses of $117, this is still twice 
the (total) incurred by 
uninsured families.”’ 

The uninsured themselves pre- 
sent strong evidence that demand 


charges 


for hospital care is increasingly 
a part of the way of life in the 
United States and coincidental to 
This past year the 


prepayment. 
uninsured segment of the popula- 
tion had an admission rate to the 
hospital more than twice that of 
all the population 25 years ago. 

Another way to demonstrate 
that the public is not after a free 
ride at the expense of prepayment 
plans is to examine public usage 
which are not 
One such 


of medical items 


covered by prepayment 
item is prescription sales in drug 
stores. Such prescriptions give a 
good index since they can be ob- 
tained only from a doctor, are al- 
most never a benefit of prepay- 
ment, and occur outside the 
hospital. The American Druggist 
magazine reports that in 1957 pre- 
drug stores 
nearly four 
Such a 


scription sales by 
totaled $1.7 
times the total for 1947. 


fantastic increase in the out-of- 


billion, 


pocket expenditures for one as- 
pect of medical care should offer 
some proof that the American peo- 
ple are primarily concerned with 
health care for its own sake and 
not as a means of beating the pre- 
payment game 

Prepayment is only one of sev- 
eral forces motivating, and making 
possible, the public’s increased 
utilization of hospital facilities. As 
mentioned earlier, for example, the 
average number of days of care 
used per 100 population was: 

128.2 in those 10 states with 
highest Blue Cross enrollment. 
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—121.3 in those 10 states with most 
urban population. 

122.9 in those 10 states 
highest per capita income. 

Four states fell into all three 
categories listed above. The aver- 
age number of days of care per 100 
population used in these four states 
was 132.2 The three forces to- 
gether exert a combined influence 


with 


of dramatic proportions, 


THE PREPAYMENT ORBIT 

The percentage of the population 
covered by prepayment continues 
apparently will 
continue to do so. Currently, the 
number with prepayment coverage 


to increase and 


is increasing about three times as 
rapidly as the population growth. 
The increasing urbanization and 
industrialization of the population 
will bring a larger percentage of 
the nation’s population into the 
natural orbit of prepayment. 

The effects of these changes can 
be seen in a statement in the re- 
port of the Health Information 
Foundation referred to earlier, ‘in 
urban areas 70 per cent of the 
families have some sort of insur- 
ance, and on farms, 45 per cent 
Seventy-seven per cent of the 
families with health insurance ob- 
tained it through their place of 

through 
Prepayment 


work, o1 another em- 


ployer.” plans are 
employee-group oriented but are 
working toward developing means 
and experience in providing cover- 
age for the self-employed and othe! 
nongroup individuals. 

The influence will be further in- 
creased in another way. The qual- 
itv and scope of benefits continue 
to grow. Today’s prepayment con- 
tract is no more comparable to that 
of 10 years ago than today’s auto- 
mobile is comparable to one of that 
vintage. Neither is its cost and no 
one ought to expect it to be. The 
number of days of coverage pe! 
year has had a rather dramatic in- 
crease in those years. Many Blue 
Cross plans have increased the 
days of coverage provided annu- 
ally from 30 to 120 in this period 
The restrictions as to disease: 
covered, as well as the items of 
service covered, has decreased 
each year. 

There is still much room for im- 
provement of scope of coverage, 
however. This is especially true of 
commercial insurance coverage 











which is often tailored to meet 
competition rather than health 
needs. Currently, it is estimated 
that those with prepayment cover- 
age, on the nationally, 
have less than 70 per cent of thei: 
basic hospital bills covered. 


average 


There is a strong feeling on the 
part of many persons and organi- 
zations that should 


become fully comprehensive and 


prepayment 


provide hospital services to ambu- 
latory patients. Some responsible 
individuals believe that providing 
plans for hospital 
an ambulatory basi 


prepayment 
service on 
would remove any financial incen- 
tive to enter the hospital as an in- 
patient in order to have prepay- 
ment cover the services. 

Support for such thinking wa 
provided recently in a study made 
Paul M 
Insurance 
Plan of Greater York and 
published by the American Hos- 
pital Association.’% This study 


covered the usage of hospital day 


inder the direction of 
Health 
a 

New 


u 
Densen of the 


of care by two large groups in New 
York City that were comparable in 
most all respects. One group, how- 
ever, had Health Insurance Plan 
hospital 
and doctor service on an ambula- 
tory basis. The other 
Blue Shield for inpatient docto1 
Both groups had the 
ame Blue Cross 
1955 the 


coverage on an ambulatory basi 


coverage providing full 


group had 


ervice only 
coverage. During 
group with full hospital 


utilized 17 per cent fewer hospital 
days than did the group without 
uch coverage. This study does not 
cover dollar costs and comparison 
of total 
two schemes are not 


expenditures under the 
given. The 
findings are such, however, as to 
further 
extension of prepayment 
hospital 
ambulatory patients 

The cost of the 
mechanism itself does, of course, 


argue for study of the 
benefit 
to include services fo1 
prepayment 


add to the total of the community’ 
expenditures for hospital care. The 
overhead expenses of prepayment 
plans run from a minimum of 
slightly over 6 per cent of the sub- 
Blue 


Cross Plans to as much as 30 per 


scribers’ payments for the 
cent for a good many of the com- 
mercial insurance plans, This is 
not to say that the opportunity to 
budget for the costs of hospital 
care is not worth the overhead 
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Prepayment plans have more than 


demonstrated their social worth 


through placing adequate hospital 
care within the economic reach of 
the majority of our population. It 


is to say, however, that care must 


posabie pel onal 
The 


income 


Increasing hospital 


hospital utilization can taxe 


ally There 


likely some inefficiencies i i ingly 


explained nation’ 


pread acrt 
l ¢ “rat end me and the 
lai Operations ana some an l 


utilization of hospital paym 


mannel 


income, 


be taken by the community in the would be quite su 


sort of prepayment mechanism it pending 
the sorts of things it 


prepayment mechanism to 


desires and 
asks its 
do 
This attempted to 
point the that 
are affecting the total expenditure 


of the community for hospital] care 


study has 


out some of force 


These forces are generated within 


the community and are not wit! 
hospitals n 

The 
the 
Doubtlessly 


interdependent and 


the control o! 
payment plan preci: 
ence of each of forces 
be determined 
forces are 
teracting. 
The measurements in this pape! 
Fe 


probably are also reflections of 


addition to the 


other factors ir par- 
camined,. This is not 
o long as the ex 


reco 11Z 


ticular ones e 


consequential 


ence of such force 


and their influence is appreciat 


The important issue is that rec 
nition be given to the fact that 


hospitals and prepayment plan 


must be responsive to the chang- 


ing characteristics of the 
ty and to those 


itself make 


ni 
fil 


demands 


the community 


“WE LOVE IT" 


Techniques for recruiting student nurses are many and 


varied, with recruitment sometimes an unexpected side 


effect of a nonhospital-centered program. This was the 
case recently in Chicago when a local television station 


featured student nurses in off-hours activities. At the in 
vitation of the television station, 18 student nurses from 
the St. Xavier College affiliated with Mercy Hospital and 
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ove! 


sums up 18 
interview on the Chicago television 


ing ll an nN tne ¢ 


9590 annus tal 


population, 


ncreasing 


student nurses’ opinion of nursing, expressed during their recent 


program, “Spin Time at the Varsity Room 


from James Ward Thorne School of Nursing at Passavant 


Memorial Hospital were interviewed on the teen-age 


dance program, ‘‘Spin Time at the Varsity Room.” 

In reporting the success of the program, Howard F 
Cook, executive director of the Chicago Hospital Council, 
said the students sold their fellow teen-agers on the fact 


that nursing is not ‘‘all work and no play”. bl 
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} URING THE past year, I have 
Se making rounds of re- 
gional and state association meet- 
ings. It has been enlightening to 
visit the various parts of the 
country and to view the pursuit 
of better hospital care as revealed 
in the formal papers and discus- 


sions. 
At most of these meetings I 
have been asked to discuss the 


factors which I think are impor- 
tant and will influence future 
planning and programs of hospi- 
tal care. At the Midyear Con- 
ference of the American Hospital 
Association and the Council on 
Medical Education of the Ameri- 


can Medical Association held 
during February, a theme de- 
veloped which has to do with 


both physicians’ services and hos- 
pital care. 

The factors that seem impor- 
tant to me are the change in the 
character of the economy and the 


change in the character of the 
population. What the economic 
future of the United States will 


be is hard to predict. We must 
assume that the country will con- 
tinue at its present level of pros- 
perity, that the possibility for ex- 
pansion of hospitals and medical 
facilities will be assured, and that 
the financial outlook for the suc- 
cessful operation of hospitals on 
a high level will continue. The 
ability of patients to pay for their 
care, the extension of prepayment 
plans, and the over-all support of 
systems to ease the burden of hos- 
pital bills must expand and grow 
in pace. 

During the past decade we have 
seen great movements of the 
population from state to state and 
from city to A few states 
have experienced a loss in popu- 
lation, but some, such as Califor- 
nia, have had population growths 
all out of proportion to what could 


city. 
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be considered normal. The shift 
from the rural areas to the urban 
areas and from the urban areas 
to the suburban areas has pro- 
duced a spread that will mean the 
addition of many hospitals in some 
areas and the probable curtailing 
of hospital activities in others. 


asiniaiies: THE enrollment 
problems of the schools and the 
colleges in regard to population 
changes must lead us to congratu- 
late the leaders of the Association 
on their planning for expansion 
of hospitals in an orderly manner 
and the foresight and good judg- 
ment that were exhibited in spon- 
soring first, the survey of needs 
for hospital expansion and next, 
the proposing and enactment of 
the Hill-Burton hospital construc- 
tion program. 

The enlargement of the pro- 
gram to assist in the other cate- 
gories, which are closely related 
and part of hospital care pro- 
grams, also is bearing fruit and 
gives good promise for the future. 
In one field—that is, the health 
care of the retired aged—the need 
for facilities such as nursing homes 
and for minimum and domiciliary 
care, there is still much to be done. 
The federal appropriation for as- 
sistance in this category is merely 
a token sum and can only be used 
for exploration and study. 

Some idea of the whole prob- 
lem outlined above can be assessed 
by the history of the country’s 
total population. In 1930 the 
United States census was less than 
140 million. By 1975 the predicted 
population is 225 million—a 
growth of 50 per cent in less than 
half a century. This figure alone 
gives us some idea of what the 
challenge is and will be. The next 
item is the change in the charac- 
medical education and 
The physician and 


ter of 
knowledge. 





others in medical auxiliary fields 


their 
science 


are constantly increasing 
skills and abilities. New 

and new knowledge are being ap- 
plied daily to the management of 
the patient’s illness. Sir William 
Osler, who for so long led the 
thinking of the medical profession 
in the scientific fields in the United 
States, and the recently deceased 
Dr. Allan Gregg of the Rockefeller 
Foundation, have put it in such 
words as this: “Hospitals are the 
dispensers of the products of the 
scientific laboratory. Keeping pace 
with the products of the labora- 
tories is now, and will in the 
future occupy the ingenuity of the 
administrator and the resources 
of the hospital if the right atmos- 
environment are to 
What the future of 
will be can be a 


phere and 
measure up.” 
our hospitals 
matter of speculation. The ques- 
tion has been asked, “What will 
be the effect of hospitals and medi- 
science is so fortunate to 
that 
man- 
agement of Salk 
vaccine has been in the control of 
epidemic poliomyelitis?” 


cine if 
vaccine 
in the 


drug or 
effective 
cancer as the 


discover a 
will be as 


It is easy to imagine that the 


operating room and _ “roentgen 
therapy will decrease in impor- 
tance and that there will be a 


great change in the character of 
patients hospitalized, but one also 
can predict, if the foregoing is to 
happen, that there will be new 
problems for medicine 
pitals by the extension of life and 
the problems that arise with de- 
advanced 


and hos- 


disease of 


a tktr 


Ray Amberg, president 
American Hospital Association 


bilitating 
years, 
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The following statements were 
adopted by the House of Dele- 
gates of the American Hospital 
Association at its meetings in Chi- 
cago on Aug. 19 and 20 


STATEMENT OF THE AMERICAN HOSPITAL 
ASSOCIATION WITH RESPECT TO HOSPITAL 
SCHOOLS OF NURSING 


Adopted August 19, 1958 


The House of Delegates of the 
American Hospital Association 
adopts the following policy with 
respect to hospital schools of nurs- 
ing in order to re-emphasize the 
interest, support and responsibil- 
ity of hospitals for the education 
of nurses and to re-emphasize 
support for the hospital school of 
nursing: 

1. To maintain and increase the 
numbers of registered nurses re- 
quired to meet the expanding 
demands for nursing service, the 
American Hospital Association be- 
educationally sound 
diploma programs in_ nursing 
offered by hospital-controlled 
schools or independent schools are 
desirable and essential 

2. As the 
ployer of nurses, hospitals have 
a definite community. responsibil- 


lieves that 


largest single em- 


service; as the 
system for 


ity for nursing 
largest educational 
nursing, hospitals have a definite 
community responsibility for nurs- 
ing education, 

3. The promotion of sound ed- 
ucational programs in_ hospital 
schools of nursing is directly re- 
lated to the major responsibility 
of the department of nursing serv- 
ice of the hospital, namely, the 
quality and quantity of nursing 
services available for the patients. 

4. The practice of nursing re- 
quires a basic level of competence 
on the part of all licensed to prac- 
tice as registered nurses. This 
basic competence must assure ef- 
fective, efficient and safe nursing 


care. 

5. The aim of the hospital school 
of nursing is to provide an educa- 
tional program which will equip 
the student to achieve this basic 
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level of competence and to func- 
tion in a productive relationship 
with patients, their families, phy- 
sicians, other nursing service per- 
sonnel, and members of related 
health disciplines. 

6. It is the responsibility of the 
faculty of the hospital school of 
nursing to define educational ob- 
jectives and to evaluate outcomes 
on the basis of changing demands 
on nursing and recognized stand- 
ards of performance of nurses, 

7. Study and experimentation in 
the hospital school of nursing are 
as essential as in any other edu- 
cational activity. 

8. Nurses for supervisory posi- 
tions, which category includes 
head nurses, may be prepared by 
1) on-the-job training programs; 
2) continuing inservice educa- 
tion programs; 3) formalized edu- 
cational programs, or 4) other 
equivalent work experience 

9. The American Hospital Asso- 
ciation endorses the principle of 
accreditation of schools of nursing. 

10. The American Hospital As- 
sociation will continue to coop- 
erate with the National League 
for Nursing, and other interested 
regard to nursing 
education 


groups, with 
service and 


matters. 


nursing 


STATEMENT OF THE AMERICAN HOSPITAL 
ASSOCIATION WITH RESPECT TO MEETING THE 
HOSPITAL NEEDS OF THE RETIRED AGED 
Adopted August 20, 1958 


The House of Delegates estab- 
lishes the following policy of the 
American Hospital Association 
with respect to meeting the hos- 
pital needs of the retired aged, in 
lieu of all previous actions taken 
by the American Hospital Associ- 
ation. 

1. The American Hospital As- 
sociation is convinced that retired 
aged persons face a pressing prob- 
lem in financing their hospital 
care, 

2. It believes that federal legis- 
lation will be necessary to solve 
the problem satisfactorily. It has, 
however, serious misgivings with 
respect to the use of compulsory 








health insurance for financing hos- 
pital care even for the retired 
aged. 

3. It believes that all possible 
solutions must be vigorously ex- 
plored, including methods’. by 
which the dangers inherent in the 
social security approach can be 
avoided. 

4. It believes that every realis- 
tic effort should be made to meet 
the hospital needs of the retired 
aged promptly through mecha- 
nisms utilizing 
of voluntary 


existing system 
prepayment. It is 
conceivable, however, that the 
use of social security to provide 
the mechanism to assist in the 
solution of problems of financing 
these needs may be necessary ul- 
timately. 

5. It believes that any 
tion developed to provide for gov- 


legisla- 


ernment participation to meet the 
hospital needs of the retired aged 
should be so devised as to 
strengthen the voluntary prepay- 
ment systems, and should con- 
form to the following principles 

a. Legislation designed to 
provide for the hospital need 
of the retired aged should pro- 
vide essential hospital service 
custodial 


and should exclude 


care provided for nonmedical 
reasons 

b. Government participation 
should be restricted to persons 
over 65 who are not regularly 
and substantially employed. The 
voluntary prepayment system 
provides a_ satisfactory mech- 
anism for the coverage of othe: 
persons, regardless of age 

c. Any program in which the 
federal government participate 
to meet the hospital needs of 
the nonindigent aged _ should 
emphasize individual responsi- 
bility and make the application 
of a means test unnecessary fo! 
obtaining benefits. 

d. Such a program should be 
service benefit 


should 


based on the 
principle and provide 


(Continued on page 120) 
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STOP Antibiotic-resistant strains of Staphylococcus are meeting their match 
in Albamycin. Because Albamycin shows no cross resistance with any 
commonly used antibiotic, it is dramatically effective against unyield- 


ee i T, 33 iv 1 
ing staphylococcal pneumonia or superinfections of pneumococcal 


pneumonia. 


WI I H Whether resistant staph is known or suspected, Albamycin is indicated. 


ADMINISTRATION AND DOSAGE: The dosag 


ay CS 4] ? . i ' tered intramuscularly or intra isly every | 
SUPPLIED: Ava le a } ng al 


5 ec.; and in the 
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Spread an antiseptic umbrella \ 


To help prevent staphylococcal infection, 
use pHisoHex not only in the 


operating room and the nursery— 

but everywhere throughout the hospital: 

* for handwashing by all hospital personnel before 

and after caring for every patient 

e for routine washing of newborn infants 

* to wash patients ante and post partum 

to wash patients who have a communicable disease 

* to wash patients who have an infective disease of the skin 


¢ for surgeons’ hand preparation ¢ to wash anesthesia equipment 
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O REDUCE the spread of staphylococci and other organisms in 


hospitals, handwashing is “... possibly the most important single 


control measure.’ Just soap-and-water cleansing “...does not go 
far enough because it cannot be relied upon to kill the staphylococci 
But “when pHisoHex is used by nurses for handwashing, it is not pos- 
sible to recover Staphylococcus pyogenes from their hands.” In addition, 


bacterial resistance to hexachlorophene does not develop." 


At the National Institutes of Health, the incidence of hospital 
cross infection was practically eliminated when a// hospital personnel 


washed with pHisoHex before and after caring for any patient.” Routine 
use of pHisoHex for bathing infants as well as for routine handwashing 
by hospital nurses has helped prevent staphylococcal epidemics among 
newborn infants.°” 

Why is pHisoHex SO often preferred? “The preparation appears 
to kill bacteria quickly, inhibits their growth, renders the skin’s surface 
virtually sterile in many cases, forms an antibacterial film which kills 
the event of subsequent contamination after its use, 


saves time. .. . It is nonirritating, and it is hypoallergic.”” 


against S TAPH ‘infections 


with 


Bd 
e 0 Reinforce the antiseptic umbrella with anti- 
Antibacterial detergent witt 3%, hex f rophene 


staphylococcal Zephiran® chloride, a powerful 


he 


fresh bacteria in 


antiseptic and germicide that is nonirritating to t 
skin and mucous membranes—and Roccal,® a solution 
for general hospital sanitization and disinfection. Roccal 
rinsing renders textiles actively bacteriostatic against 


respiratory and wound discharge 


Write for or ask the Winth > ma for the new leafiet 
Practical Pointers to Protect - Hospital Against 
STAPH ylococcal Infection 
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\* LONG AS there is a human 
/ 

yi involved in the 
administration, and 


element 
preparation, 
recording of a medication, there 
will always lurk the possibility 
that an error will occur at some 
point in these procedures. 

The human element is not the 
only source of errors in medica- 
tion, Working condi- 
tions, labeling systems, and pro- 
cedural details are also frequently 
at fault. Responsibility for reduc- 
tion of errors is shared by nurs- 
ing and pharmacy personnel and 
by the medical and administrative 
staffs. 

Literature on the subject of 
medication errors is limited, prob- 
ably due to a natural reluctance 
to publicize errors. Fear of the 
prevent 


however. 


consequences tends to 
adequate reporting of such inci- 
dents by individuals involved. 
However, interest in patient safety 
suggests that a more investigative 
approach to the problem be taken. 
Only by adequate reporting and 
evaluation can corrective measures 
: ‘Eli Schlossberg is pharmacist at Arizona 
State Hospital, Phoenix 
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by ELI SCHLOSSBERG 





Factors that most frequently con- 
tribute to errors in medication in hos- 
pitals are outlined by the author. Six- 
teen steps that can be taken to reduce 
the possibility of these errors occur- 


ring are also given. 





be considered and preventive pro- 
grams planned. 
FREQUENCY OF ERRORS 

The frequency of such errors 
is indicated by a study made in 
a large hospital where, in a 12- 
month period, 360 medication 
errors were recorded. Types of 
errors and percentage of occur- 
rence in this report were: Wrong 
patient, 12 per cent; wrong dos- 
age, 16 per cent; wrong drug, 26 
per cent; wrong time, 46 per cent. 

Contributing factors that com- 
pound this problem are the short- 
age of professional personnel 
such as nurses and pharmacists, 
and the greatly increased number 
of medications being given. 

It is imperative that adequate 
working space be available to 
properly store medications and 
prepare them for administration. 


: Milacionl facie 


a 


A 


wee 


vee? * 





Only authorized personnel should 
have access to this space, in orde1 
to avoid excess traffic and confu- 
sion. Persons preparing medica- 
tion doses must not be distracted 
by unnecessary 


with too 


interruptions or 
rushed many assign- 
ments. 

The arrangement of medications 
in their closet should be viewed 
with concern for the dangers of 
not keeping poisons and external 
preparations well separated from 
internal medications. 

Good labeling practices are es- 
sential to patient safety.* A very 
real danger exists where there is 
no control of labeling, and any- 
one is permitted to write labels 
Nomenclature is a frequent source 
of litigation, 
lack of uniform terminology re- 
sults in indiscriminate use of 
Latin, English, official, 
names, abbreviations and chemi- 
cal formulas. 

Incomplete labeling may cause 


* 


especially when a 


common 


*For a discussion of legal and othe 
aspects of nursing station medication con- 
tainer labels, see Archambault, G Fes 
“Labels for nursing station medication 
containers,”” HOSPITALS, J.A.H.A., Sept 
16, 1958 
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trouble. A label is not complete 
if it does not contain the potency 
of the where 


active ingredient 


several strengths are available, 
for example, “‘Nembutal 100 mg.” 
rather than ‘Nembutal’. Even 
when there is only one form, it 
is good practice to include po- 
tency, so that when a 


le} Dy 


physician 
writes an or weight, such 
as “Gantrisin 2 grams’, it will 
easily be determined that four 


tablets are required. 
LABELING DO’S AND DONT’S 


For safety’s sake, the use of 


pecial labels, “‘for eye’, “shake 
well’, “poison”, “keep refriger- 
ated”, is highly recommended. 
Also advisable is the inclusion of 


the patient’s full name on the 
label, as well as the expiration 


date of biologicals, antibiotics, and 


other drugs requiring this infor- 
mation. 

Some dangerous labeling prac- 
tices observed in hospitals in- 


the following: using ad- 
hesive tape or paper fastened with 
cellulose tape, using china mark- 
ing pencil on glass, placing one 
label over another that is differ- 
ent (some labels do fall off), using 
the original container of one drug 
for storing another, and writing 
a new name on the original label. 
Soiled labels are also dangerous 
1 that they 
difficult 
Formulating 
rules for preparing, administering, 


identification 


make 


definite written 
and recording medications is basic 
to the whole patient 
safety. The Procedure 
Committee and the Pharmacy and 
Therapeutics Committee could 
well be assigned this task. Rules 
must protect from the 
misunderstandings that frequently 
arise from too many verbal orders. 
delegates 


issue of 


Nursing 


patients 


Whenever a nurse 
the administration of medicine to 
an aide, the nurse should prepare 
the medication herself if it re- 
quires special dilution or handling. 
If a pharmacist is in attendance, 
all medications should be pre- 
pared by him in dilutions ready 
for use 

One of the most effective safety 
rules is the automatic stop order 
on medications as recommended 
by the Joint Commission on Ac- 
creditation of Hospitals. No hos- 


pital that is concerned with pa- 
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tient safety should operate with- 
out such a rule. 

People being what they are, the 
consequences of fa- 
tigue, carelessness and forgetful- 
ness will always be a threat to 
patient safety. These factors ac- 
large number of 
Some improvement can be 
organizing better work 
educa- 
provide a 


distressing 


count for a 
errors, 
made by 
schedules, and inservice 
tional programs can 
wider knowledge of drugs used, 
thus decreasing errors due to ig- 
norance. 

CORRECTIVE MEASURES 


Often the statement of 


the cause of an error suggests the 


mere 


preventive measure. Certainly the 
following corrective measures are 
worth consideration: 
1. Establish written 
procedures to govern the use of 
medications, from the physician’s 
order to the patient’s take-home 


rules and 


medication. 

2. Establish fully 
defined relationships among phy- 
sicians, nurses, nursing supervisors 
and pharmacists so that medica- 
tions are constantly under strict 
kept properly 
pharmacy might 


precise and 


control and are 
identified. The 
be given complete responsibility 
for labeling in the hospital, and 
transfer of drugs from one bottle 
to another might be permissible 
only when done by a pharmacist 
or (where none is employed) a 
registered nurse. Doctors’ orders 
should include the route of ad- 
ministration and be stated in 
weight or unit of active ingredi- 
ent wherever possible. 

3. See that orientation of nurses 
(and others who handle medica- 
tions) hospital policies, 
procedures and demonstrations re- 
administration of 


includes 


garding the 
medicines. 

4. Fix responsibilities regarding 
one nurse preparing and adminis- 
tering her own medications. 

5. Consider the advantages of 
forms of injectable 


single dose 


with special regard 


accountability and 


medications 
for accuracy, 
time saved. 
6. Use the metric system (with 
apothecaries’ equivalents) except 
where dosage is commonly ex- 
pressed in drops. 
7. Standardize 
nets on all nursing units. 


medicine cabi- 





8. Inspect medicine cabinets 
monthly. This should be done 
preferably by a pharmacist and 
a nurse supervisor, 

9. Ban all unidentified medica- 
tions and filled 
tainers from nursing stations 

10. Make arrangements to be 
sure that the work area for pre- 
paring medications is well lighted, 
quiet and relatively free of traffic 


unlabeled con- 


INFORMATION ON NEW DRUGS 
11. Circulate 
new drugs, especially indication 


storage 


information on 


dosage, side effects and 
This may be accomplished by the 
Pharmacy and Therapeutics Com- 
mittee in its formulary system 
or by special bulletins. 

12. Review present procedure of 
patient identification. Patients, es- 
pecially children, often change 
beds without notice, or even re- 
spond in the affirmative to a 
wrong Then, too, label 
and charts may be misplaced. 
(One study showed that 12 pe 
cent, and another that 20 per cent, 
of errors in medication were due 
to drugs being given to the wrong 
patient.) 

13. Evaluate 
nurses as to scope and clarity. 

14. Review medicine card sys- 
tem as to use of abbreviations, 
frequency of checking 
physician’s orders to pick up new 


name. 


assignments to 


against 
orders or discontinue old one 
etc, 

15. Institute a 
porting medication errors, 
view the existing one. 

16. Establish a subcommittee on 
patient safety. This group, which 
should include representatives of 
the nursing, pharmacy, and medi- 
cal staffs, should be charged with 
reviewing and analyzing error re- 
mean 


system for re- 


or re- 


ports and recommending 
to assure the safety of patients 
The Hospital Safety Manual pub- 
lished by the American Hospi- 
tal Association and the National 
Safety Council can be very help- 
ful in this area. 


RESPONSIBILITY FOR ERRORS 


As to the responsibility for 


errors, the administrator may well 


consider the ethical and legal 
obligations involved in _ protect- 
ing the well-being and lives of 


patients entrusted to his care, and 
protecting the corporate funds of 
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STERAECT 


An economical, convenient and efficient method for 
minimizing injection problems and saving preparation time. 
Single dose disposable cartridges with needle attached—use and dispose. 


Available: 

Penicillin G Procaine Combiotic Aqueous Suspension 

Crystalline in Aqueous Suspension 400,000 units penicillin 'G procaine 
300,000, 600,000 and 1,000,000 units crystalline plus O.5Gm. dihydrostreptomycin 


Streptomycin Sulfate Solution, 1Gm. Dihydrostreptomycin Sulfate solution, 1Gm 
Also available in cartridge without needle in hospital packages of 100. 


GED science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer & Co., inc., Brooklyn 6, N.Y 
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Nurses Station Equipment to Do 
You Have in Mind 


Aloe-Exclusive Units Developed To Do A Specific Job Alone 
Or Coordinated In Assemblies Of Any Desired Size. 


SINCE 1860 


Whether you plan a Nurses Station to pro- 
vide nursing service for a small number of beds 
or a large, busy division, Aloe has designed 


Functionally interrelated Units 


Aloe Nurses Station equipment has been de- 
signed to function in coordinated groups regard- 


and manufactures equipment for the job. less of size of assembly. Time and labor is saved, 


- permitting a greater volume of work to be accom- 
Hospital Tested in Use plished in less space with minimum confusion. 
Aloe recognizes complete acceptance of any 
Aloe developed unit only after long use in a 
large cross section of the nation’s hospitals. 


Pianning Service 
: ‘ : ; Aloe Equipment Planning Service, staffed by 
Each unit shown here is now in use in many of 


: , : experienced equipment specialists, is prepared 
the world’s leading hospitals, and is fully ac- 


; j i to give you expert assistance in equipment lay- 
cepted as equipment designed and built accord- 
ing to the highest standards in the industry. 


out and selection. Write 
or see your Aloe Repre- 
sentative for details. 
Aloe-Designed and Manufactured 
All the equipment shown here was originally 
designed and is manufactured in our own St. 


You will find complete specifi- 
cations of Aloe Nurses Station 
Equipment in our 804-page 
General Catalog No. 189. If this 


world’s most complete catalog is 


Louis factory. Experienced Aloe equipment engi- 
neers work closely with hospital authorities to 
develop specific units or coordinated assemblies 

not in your files, your Aloe Repre- 
to meet the exact requirements of the hospital sentative will be happy to supply 


user. you with o copy 


A. S. Aloe Company / World’s Foremost Hospital Supplier 


14 FULLY-STOCKED DIVISIONS COAST-TO-COAST 


1831 Olive St., St. Louis 3,Mo. ° 





Suggested assembly of modules: 15-chart 
units may be assembled in banks. 


McGregor Chart Desk—combines desk with 
20, 30 or 40 chart storage capacity. 


Midget McGregor—saves space in close 
quoarters—18-chart capacity. 


Multi-Service Storage-Sink unit with Nor- 
cotics Locker—a complete work center. 
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The Job 





a 








The Aloe-Exclusive Revolving Chart 
Holder (at right above) has gained 
tremendous popularity during the past 
decade. Reasons are obvious: unequalled 
convenience in actual use,.and great 
variety of possible arrangements for 
convenience of access. Arrangement shown 
above (left) solves a common problem 
involving free access to the charts by both 
doctors and nurses without mutual 
interference. Counter model unit may be 
placed between areas divided by an actual 
partition or opposite seating. At right is 
shown a few of the many other possible 
arrangements of this versatile unit. 


Available in 20, 30 and 40 chart capacities 
Mobile unit also available (inset). 


Siiitt trie 
PeRReuee 2 
. ee 
ae e > 
_S8etececeg 


“a 


Mobile unit used alongside Nurses desk, Mobile Chart File with folding work shelf; Alumiline Koenig Dressing Cart carries com- Alumiline Dispensa-Cart—oa complete, one- 
Easy to modify or expand available 20, 30,.orf 40 chart capacity. plete facilities for dressing service. trip medicine dispensing unit 
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his hospital. Accidents caused by 
hospital administration 
policies governing who may dis- 
pense medications have been de- 
scribed* by Dr. George Archam- 
bault, who concludes: 

“This ‘blind 


laxity in 


spot’ in hospital 


*See Archambault, G. F 
accidents’ can be prevented,” 
TALS, J.A.H.A., April 1, 1957 


“Pharmacy 
HOSPI- 


administration is a serious one, 
one that needs looking into not 
only by hospital administrators 
but also by clinicians whose pa- 
tients are involved, but also by 
hospital trustees, state hospital 
licensing authorities, pharmacy 
board officials, food and drug of- 
ficials, and hospital accreditation 
authorities.” . 





NOTES AND COMMENT 





When should nurses give IV. medications? 


Although nurses are subject 


to rigid 


licensing laws, it is almost 


impossible to define “nursing”, What constitutes nursing and yet does 
not encroach upon the practice of medicine is not easily designated. Be- 
cause of this problem, it has not been possible, in most jurisdictions, to 


conclude with certainty 
fluids is within the proper 
of nursing. 


scope 


In one state a rather recent 
statute clearly authorizes a regis- 
tered nurse, at or under the di- 
rection of a licensed practitioner 
of medicine or osteopathy, to ad- 
minister prescribed drugs, injec- 
tions, or even if 
piercing of tissue is involved. In 
states, however, the lan- 
guage of the licensing laws, in a 
vague fashion, nurses to 
execute treatments and medica- 
tions prescribed by physicians. 
The state courts have rarely in- 
terpreted this language. In order 
to ascertain whether administra- 
tion of I.V. by nurses constitutes 
an activity beyond the scope of 
a nurse’s license, or actually con- 
stitutes an unlawful encroachment 
upon the proper province of the 
physician, agencies 
have requested legal opinions of 
their state attorneys general. 


inoculations, 
most 


allows 


some state 


OPINIONS NOT BINDING 


Opinions of general 
are not binding upon the courts. 
They constitute the considered 
opinion of the chief legal officer 
of a state as to how the courts 
might hold on an unresolved ques- 
tion of law. Short of a legal con- 
test, such an the best 
guide available to a state officer 
when he has a doubt as to the 
legality of a certain activity. In 
the absence of precedent cases, 
courts do look to opinions of at- 


attorneys 


opinion is 


This material was prepared by the legal 
staff of the American Hospital Association 
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whether 


the intravenous administration of 





torneys general for guidance on 
matters of first impression. 

As to the validity of I.V. admin- 
istrations by licensed nurses, 
there are three attorney general 
opinions worth noting, and three 
different positions taken. 

@ In Michigan the attorney gen- 
eral has written that he inter- 
prets that state’s nursing practice 
act as allowing a licensed nurse 
to give intravenous medication as 
prescribed by a physician 

@In New York the attorney 
general has stated that the render- 
ing of I.V. medication by a nurse 
would constitute a medical act 
which a physician cannot 
gate to her. An exception would 
be recognized, however, in an ex- 
treme emergency if the nurse 
were properly trained in intra- 
venous therapy and subject to the 
supervision and order of a phy- 


dele- 


Sician. 

@ In Alabama the attorney gen- 
eral was asked about the legality 
of “venipuncture”. He reported 
finding nothing in the law on this 
topic and concluded that this was 
a field properly governable by the 
state medical board. The latter 
agency had announced its ap- 
proval of the training of nurses 
in venipuncture and administra- 
tion of medication in this fashion 
under the supervision of a licensed 
physician. 


BOUNDARIES UNCERTAIN 


The uncertainty as to the legal 
boundary of nurses’ activities 











makes it difficult for hospital ad- 
ministrators and the medical and 
nursing staffs to know under what 
circumstances I.V. procedures may 
be properly delegated to nurses. 


The California statutes are as 
vague as any in defining the scope 
of nursing. It was determined by 
counsel for the various California 
professional organizations con- 
cerned with this problem that a 
joint statement on the subject of 
I.V. medications would be of con- 
siderable protection in the event 
of a claim that I.V. treatment had 
been improperly administered by 
a nurse. The statement reads: 

“Joint Statement by the Cali- 
fornia Medical Association, the 
California Hospital Association, 
the California State Nurses’ Asso- 
ciation, and the California League 
for Nursing, On the Intra- 
venous Administration of Fluids 
by Nurses Practicing in the State 
of California. 

“The California Medical 
tice Act grants to licensed phy- 
surgeons, the legal 
right to penetrate the 
tissues of human beings... in the 
treatment of .. . physical or men- 
tal conditions , 

“Because of the law and its in- 
terpretation, there have been years 
discussion as to 


Prac- 


and 
‘sever or 


sicians 


of inconclusive 
a nurse’s legal right to start and 
administer fluids intravenously. 
“In evaluating the factors to be 
considered in any definitive state- 
ment upon the question, the gen- 
eral criteria stated by the Cali- 
fornia Supreme Court 
considered the legality of another 
nursing function in the case of 
Chalmers-Francis v. Nelson, 


when it 


* 


have 
been used as a guide 

“Intravenous administration of 
fluids’ is accepted as meaning: the 
introduction of fluids** into a 
vein. 

“It is recognized that under con- 
trolled conditions in many parts 
of the state, qualified nurses have 
been administering fluids intra- 
venously. 

“With the objective of protect- 
ing the patient, the doctor, the 
nurse, and the hospital, the Cali- 

*6 Cal.2d 402. 57 P 2d 1312 (1936) whicl 
held that administration of anesthesia by 
a nurse was not a violation of the st»t 
medical practice statute if done under the 


immediate direction and supervision of the 
operating surgeon and his assistant 


**The term 
include blood 


“fluids” is interpreted to 
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EEDLED SILK 


DRY PAK 


in transparent 


DEKNATEL 
PLASTIC PAK 


®@ Transparent Deknatel Plastic Pak is sterilized in the solution 
you have known and relied upon: FORMALDEHYDE. 


@ Each Deknatel Pak is subjected to an exacting test for leakage. 


@ There is no leakage problem with the Deknatel Pak. Prove it to yourself: 


Deknatel Plastic Pak is stored in a jar solution containing fluorescein dye. 
Should a Pak develop a leak, detection is immediate and foolproof: Pak would 
contain colored storage fluid. ONLY DEKNATEL gives you this visual protection! 


FAST, SIMPLE HANDLING 


SLIDE OUT ONE-HAND UNWIND SLIDE OFF 


b~ . . 
~ @ 


Invert reel and press sides. Instru- Hold suture end. Metal reel Needle is automatically freed 
ments not needed for removal — unwinds by its own weight. from its protective metal tab. 
reel drops freely from cut Pak. No instruments required. 


J. A. Deknatel & Son, Ine. 


96-22 222 Street, Queens Village 29, New York 
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Medical Association, the 
California Hospital Association, 
the California State Nurses’ Asso- 
ciation, and the California League 
for Nursing acknowledge their ac- 
ceptance of the right of 
start administe1 
intravenously if all the 


fornia 


legal 
nurses to and 
fluids 
following conditions exist 
1. The had 
competent the 


nurse has special 


teaching in tech- 
nique, and 

2. The nurse performs the tech- 
the order of a li- 


nique upon 


Another 
Repeat 
Victory 





censed doctor of medicine, and 
3. The 
patient, and 
4. Where the 
be performed in a hospital or any 


order is for a_ specific 


technique is to 


other organized agency, the pro- 
cedure be performed within the 


framework of designated prepara- 
tion and practice of the nurse es- 
tablished for the 
agency by a Committee composed 


hospital  o1 


of representatives from the med- 
ical staff, the Department of Nurs- 


ing, and the Administration: this 


Passavant Memorial Area Hospital 


JACKS! 


rn 
INV 


objective $375,000 
secured $385,758 


The first campaign conducted by this firm for 
the Passavant Memorial Area Hospital was in 
1949. $534,000 was secured on a goal of 
$400,000. As a result, Ward, Dreshman & Rein- 
hardt was again commissioned to conduct the 
campaign just completed. Result: another over- 


subscription! 


It is not unique for a hospital to request our 


services for second and even third campaigns 
In fact, 80% of the campaigns we conduct have 
been for those wholly satisfied with our services 


in previous appeals. This exceptional record is 
excellent testimony to the quality and effective- 
ness of the direction your hospital can obtain 
on its next appeal for funds. 


Consultation without cost or obligation. 


Fist in Fund Raising 








i WARD. DRESHMAN &« RE 





= 


+n € 











INHARDT 


oe °°. 8 © a 72 











Bureau of Hospital Finance 


30 ROCKEFELLER PLAZA « NEW YORK 20, N. Y. © TELEPHONE CIRCLE 6-1560 


CHARTER MEMBER OF THE AMERICAN ASSOCIATION OF FUND RAISING COUNSEL 







framework of and 
practice to be reproduced in writ- 
ing and the 


total medical and nursing staffs. 


preparation 


made available to 


5. It is the jurisdiction of that 
Committee in a hospital or or- 
ganized agency to 

(a) decide if the nurses in the 

hospital or agency may 
perform the technique 

(b) determine’ the _— special 


teaching to be required 
(c) establish teach- 
ing of 


inservice 
the 
nurses 


technique for 


any who may not 


have had adequate previous 
instruction 


(d) delineate the types of fluid 
or medications that nurse 
may administer intra- 
venously 

(e) determine whether physi- 


cians’ orders’ should’ be 
written or oral (such de- 
termination to be con- 


with the 


or agency’s rules regarding 


istent hospital’ 


written confirmation of oral 


orders) 

“It is recognized that the final 
decision in any interpretation of 
a law is the jurisdiction of ou 
courts. 

“However, since the factors 
upon which this accord is based 
and the terms of agreement, in 
general, meet the criteria of the 
California Supreme Court deci- 


this presented 
as a workable 
the right of a 
to start and to 


intravenously.” 


$10n, statement 1 
relative to 
California 
fluid 


answe! 
nurse in 
administer 


JOINT STATEMENT AS GUIDE 


This statement need not 
be heeded by but it 


is likely to be given respect and 


joint 
any court, 
consideration by any jurist faced 
with the problem of determining 
whether I.V. medications given by 
nurses are allowed under the ap- 
plicable, though nuclear statutes 
such a joint 


Operating within 


statement is expected to be as 
safe a procedure as is possible in 
absence of a definitive statute o1 
court this 
Consequently, professional groups 


opinion on subject 
in other states may wish to con- 
sider whether it would be prac- 
ticable and useful under their state 
law to develop joint statements on 
this subject as has been done in 
California. . 
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ham ale 
Cost to 


.. BEGIN DEVELOPING BLUE RIBBON BABIES 
IN YOUR HOSPITAL WITH... 


GEP>. 
ly aN 


35 koe 


A scientifically formulated evaporated milk product 
prepared exclusively from Grade A Milk* 


VARAMEL is formulated specifically for development 
of Blue Ribbon Babies—those with sound muscula- 


oe {ee ture, a normal blood picture, and ability to resist in- 
Lynn Patricia, aglou f . A 

with health, is a fection. VARAMEL gets the baby off to a strong start 
Blue Ribbon winner, 
pride of her doctor , 
who selected healthy, happy future. 

VARAMEL to get her ' 

off to a strong start. ' When baby goes home send Varamel too! 


in the hospital—sends him home, well on the way to a 


e Made from milk of outstanding purity. ¢ Permits prescribing carbohydrate of 
oy ee Es ‘ choice. No sugar added. 
e Scientifically formulated for optimum 


ae e Provides adequate am s of all know 
nutrition. Provides adequate amounts of all known 


essential vitamins plus much-needed iron. 
“ ee aout sep te eee * e Available only through ethical drug 
placed by easily digested vegetable oils. channels — assures medical supervision. 


e Twice homogenized for better digestion « Economical to use —eliminates need for 
and absorption. additional vitamins and iron. 


Other products— Baker's Modified Milk *Made from Grade A Milk (U.S. Public Health Service 
Milk Code) which has been modified by replacement of 


—a completely prepared formula in liquid the butterfat with vegetable oils and by .the addition of 
and powder form. vitamins and iron. No carbohydrate has been adde 





Approximate Analysis 

32 Calories per fi. oz. 
Average dilution—equal parts of Varamel and water 
plus sufficient carbohydrate to make 20 calories per 
fluid ounce 


Protein ° 


Carbohydrate 


9% Calcium 

3 Phosphorus 
5.8 Iron 

2 Moisture 











1, Bresiow, L.: Clinical Approach to Infantile Co J. Pediat, 50: 196-206, 1957. (Reprint sent on request.) 


l Laboratories, Inc. «+ Cleveland 3, Ohio 
Milk Products Exclusively for the Medical Profession 
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AYSIU oltre eitvesleyesl 
be as modern as 


If your architect specifies Crane plumbing, you can 
answer this question “‘yes’’. 

One of the reasons is the advanced design of 
Crane fixtures—developed with the help of doctors, 
technicians, architects, engineers, and hospital ad- 
ministrators. Another is Crane Duraclay—the all- 
ceramic material developed especially for large 
hospital fixtures. Duraclay has all the beauty of 
fine residential fixtures—plus the ability to resist 
extreme thermal shock. (Easy to clean, too!) 

Another modern feature of Crane plumbing is the 
Dial-ese control—an exclusive faucet that practi- 
cally eliminates maintenance. First, because Dial- 
ese lasts longer than ordinary faucets. And when 
repairs are necessary, just remove the low-cost unit 
intact and put in a new one! 

Dial-ese controls operate easier, too. They’re 
factory lubricated and close with water pressure, not 
against it. Nearest thing to a dripproof control 
ever designed. 

Why not talk to your architect about Crane 
hospital plumbing before you build or remodel? 

















Crane Display featuring "Specialized 
Hospital Plumbing for Every Hospital 
Department” wins Convention Award 


The plaque shown here 
was presented to Crane 
Co. for its display at the 
1958 AHA Convention. 
Crane is proud to re- 
ceive this singular honor 
—a mute reminder that 
name ate bie our ultimate aim is to 
Cn RASTA cee serve every plumbing 
wee need of the modern 
Jacana hospital. 


‘ 
oT NT amet SaRPeAy 





ee THE 
| PREFERRED 
PLUMBING 





CRANE C O. 8365S. Michigan Ave., Chicago 5 - VALVES « FITTINGS « PIPE + PLUMBING « KITCHENS * HEATING + AIR CONDITIONING 
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Revised NFPA recommendations 
permit recirculation of air, 
establish minimum humidity, 
and outline wiring requirements 


for fixed fluorescent lights 


by ROY HUDENBURG 


6é ECIRCULATION OF air. in 

Senate locations does 
not increase the hazards of fire 
and explosions from flammable 
anesthetic vapors.” 

This clarification of ventilating 
requirements for anesthetizing 
locations is the most significant 
change in the recently issued 1958 
revision of “Recommended Safe 
Practice for Hospital Operating 
Rooms” (Pamphlet 56), pub- 
lished by the National Fire Pro- 
tection Association. 

Throughout 20 years of concern 
with anesthetic explosions, wide- 
spread misconceptions with re- 
spect to the physical extent of 
explosion hazards have prevailed. 
As a result, air conditioning and 
ventilating equipment for surgi- 
cal suites has been required to 
have substantially oversize heat- 
ing and cooling apparatus, be- 


Roy Hudenburg, of the Community 
Health Association, Detroit, is chairman 
of the Committee on Hospital Operating 
Rooms of the National Fire Protection 
Association. He, Albert H. Scheidt, 
administrator of Dallas (Texas) 
County Hospital District, represents the 
American Hospital Association on _ the 
committee 
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NFPA No. 


56 


File: 60 Series 
Gases 


SAFE PRACTICE 


HOSPITAL OPERATING ROOMS 


35M-4-58-FP-PP 





NATIONAL FIRE PROTECTION ASSOCIATION 


60 BATTERYMARCH ST., BOSTON 10, MASS. 


Recommended 


for 


NFP, 


Twenty-five Cents* 


Copyright 1968 


international 
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cause no heated or chilled ai 
could be salvaged through recir- 
culation 

Ten years ago the Safety Com- 
mittee of the American Hospital 
Association was concel! ned with 
this situation but was able to 
make no progress 


fication until facilities and fund 


toward clari- 


for proper research could be made 

available 
Within the past year the neces- 
ary research was completed as 
part of a research program initi- 
ated by the U.S. Public Health 
Service. Two separate series of in- 
vestigations were carried out: One 
by Floyd A. Van Atta, Ph.D.,* 
a member of the Committee on 
*For several years a member of the 
American Hospital Association Safety 
‘ommittee, Mr. Van Atta was until re- 
on the staff of the National Safety 


Council and is now industrial hygienist 
for the United Auto Workers 


tafl 

Explosive 
Bureau of Mine 
these independ- 
investigations, 
hospital operat- 

formed the 

is of a committee statement that 
explosive anesthetic mixtures are 


diluted by air in the anesthetizing 
rea to a nonflammable range be- 
fore reaching a vertical height of 
one foot from any source of leak- 
spillage involving 


ape Ol! quan- 


tities of anesthetic used in anes- 
thesia procedures 

The committee has been greatly 
concerned that this new statement 
might be interpreted as indicat- 
ing a relaxation in the precautions 
against anesthesia explosions. For 
that reason it is necessary to state 
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emphatically that these new find- 
ings only verify the principles 
known to the committee at the 
time it formulated the present re- 
quirements, and that the new 
action of the committee provides 
no basis for relaxing any precau- 
tions other than those dealing with 
ventilating equipment. 
With the bogeyman of 
thesia hazard explosion related to 
dispensed with, the 
clear for hospital, 


anes- 


ventilating 
way is now 
health, and engineering authori- 
ties to define proper ventilation 
of operating rooms from. the 
standpoint of controlling airborne 
bacteria. 

Another significant 
this year’s Pamphlet 56 will have 
further impact on ventilating re- 
quirements for anesthetizing loca- 
tions. The new edition of the 
recommendations makes it man- 
datory for relative humidity in 
anesthetizing locations to be main- 
tained at not less than 50 per cent. 
It further “Within the 
scope of this recommended safe 
practice, mechanical ventilation is 
desirable if it contributes to the 
maintenance of relative humidity 
of not less than 50 per cent.” 


revision in 


states: 


HUMIDITY ADDED SAFETY FACTOR 
Despite the fact that it has 
been known for a long time that 
the maintenance of a moderate 
degree of atmospheric humidity is 
a valuable adjunct to a system of 
conductive materials in prevent- 
accumulation of static, 
members of the hospital 
rooms committee have 
mandatory 


ing the 
certain 
operating 
heretofore 
requirement for humidity control 
on the basis that it would require 
many older to install 
ventilating equipment in order to 
achieve the added factor of safety 
provided by humidity. 

In the meantime, it has become 


resisted a 


hospitals 


common practice to ventilate and 
air-condition surgical suites, and 
a preponderance of opinion that 
the added safety factor of humid- 
necessary has de- 
rooms 


ity is vitally 


veloped in the operating 
committee. 

This revision of Pam- 
phlet problem 
with respect to the installation of 
operating 


year’s 
56 also solves a 
fluorescent lights in 
rooms. Inherent leakage of elec- 
ground through 


tric current to 
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fluorescent lighting fixtures had 
raised serious problems in the 
operation of the ungrounded sys- 
tems and the ground detectors 
within limits set by the committee. 








The revised edition of NFPA 
Pamphlet 56, in addition to 
containing recommendations for 
hospital operating room regula- 
tions, contains revised sugges- 
tions (Section 13-10) for the 
testing and maintenance of con- 
ductive floors, furniture and 
equipment. Copies of the pam- 
phlet are available at 25 cents 
each from the National Fire 
Protection Association, 60 Bat- 


Boston 10, 





terymarch Street, 
Mass. 








The revised recommendations al- 
low fixed lighting installed in the 
ceiling to be supplied from a con- 
ventional grounded circuit, pro- 
viding the wiring system is com- 
pletely separated from the balance 
of the ungrounded wiring system 
serving the remainder of the room. 

If the switches of the conven- 
circuit serving 
the ceiling-hung lights are in- 
stalled within the anesthetizing 
location itself, they will be re- 
quired to be of explosion-proof 
design and manufacture. In most 
cases, this will mean that switches 
for the lighting system will be 
placed outside the operating room 
door rather than within the room 
This specific requirement as to 
placement of switches is subject 
to further study by the commit- 
tee. There is some possibility that 
it may be amended by interim 
committee action. 


tional grounded 


X-RAY PROBLEM REMAINS 


There still remains the problem 
of providing for the ceiling-hung 
x-ray equipment to be installed 
in operating rooms. As recom- 
mendations now stand, this equip- 
ment must be connected to the 
special ungrounded electrical sys- 
tem for the anesthetizing location. 
Agreement could not be reached 
with the proper code panel of the 
National Electrical Code Commit- 
tee in time for an amendment to 
be made for the new edition of 
Pamphlet 56. The committee is 
working on this problem and hopes 
within a short time to be able to 
develop an interim amendment 
which will make possible the in- 








stallation of ceiling-hung x-ray 
equipment in operating 
without disrupting the ungrounded 
providing ade- 
electric 


rooms 


system but still 
quate safeguards against 
shock. 

Another amendment in the new 
Pamphlet 56 solves a serious prob- 
lem related to lighting equipment 
for photography. Heretofore, any 
electrical equipment, 
placed in the 


portable 
wherever it was 
room, had to be either of explo- 
sion-proof design or mounted 
within an enclosure protected by 
an approved 
ventilating system. Under the new 
apparatus 


locations, 


positive-pressure 
amendment, electrical 
approved for 
as opposed to hazardous locations, 
can be used if it is mounted on a 
Specifications 


ordinary 


base. 
floor-borne, 


nontippable 
for such a 
assembly which will not overturn 
Section 
portable 


movable 


are now included unde: 


which deals with 


5-15, 
electrical equipment. 

NO STANDARD PLUGS YET 
the hospital 
committee 


Several years ago, 
operating rooms 
adopted specifications for recepta- 
cles and plugs to be used any- 
where in an anesthetizing location 
These allow 


for interchangahbulity 


specifications would 
between re- 
ceptacles and plugs of any manu- 
facture conforming to the stand- 
ards. This :ystem would do much 
to solve the problems of manu- 
facturers providing equipment for 
rooms, since it 


use in operating 


would allow them to install a 
standard plug on any such equip- 
ment. It is regretfully reported 
that industry has been very slow 
in responding to this requirement 
of the committee. To date, no such 
plug and receptacle is on the 
market, although one 
turer is in the process of com- 
pleting a design and clearing it 
with Underwriters’ Laboratories. 
It now appears that more month 
will elapse before this item is in 
production. No other firm appears 
to be interested in supplying this 
improved feature of hospital wir- 
hospitals building 


manufac- 


ing. However, 
new operating rooms or remodel- 
ing old ones should keep abreast 
this area so 

equipment 
will not be after the 
standard equipment is available. ® 


of developments in 
that nonconforming 
installed 
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Eugene Talmadge Memorial Hospital, Augusta, Georgia. Gregson & Ellis, architects, Atlanta; Ketterson, Lazenby & Borum, mechanical engineers, 
g 


Atlanta; George A. Fuller Co., general contractor, Washington, D.C 


Mechanical Contractors & Engineers, Inc., mechanical contractor, Atlanta. 


The Right Way to Control Air Conditioning... 
Johnson Pneumatic Temperature Control 


Planners of the Eugene Talmadge Memorial 
Hospital in Augusta, Georgia, saw to it that 
the hospital gets the full benefit of its invest- 
ment in air conditioning. 

A specially planned Johnson Pneumatic 
Temperature Control System provides preci- 
sion, waste-free operation of the building’s 15 
large central fan air conditioning systems and 
811 centrally supplied room air conditioning 
units. 

All rooms are individually controlled by 
Johnson Thermostats, thus providing the nec- 
essary flexibility to meet each one of many 
varied temperature requirements. The system 
eliminates the need for time-consuming room 
temperature checks. It results in better care 
and greater comfort for patients, improves the 
overall working efficiency of the staff and 
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assures long range savings on heating and cool- 
ing costs. 

To bring similar benefits to your hospital, be 
sure to include a Johnson Pneumatic Control 
System when you build or air condition. Only 
pneumatic controls can meet the diversified 
temperature and humidity demands of the 
modern hospital so effectively, yet so simply, 
safely and economically. Ask your consulting 
engineer, architect or local Johnson represen- 
tative about pneumatic controls. He'll gladly 
explain how a specially engineered Johnson 
System with individual room controls can help 
you get the most out of your air conditioning. 

Johnson Service Company, Milwaukee 1, 
Wisconsin. Direct Branch Offices in Principal 
Cities. 


CONTROL 


JOHNSON 


PNEUMATIC ) SYSTEMS 


DESIGN * MANUFACTURE * INSTALLATION «+ SINCE 1885 





WHAT CAN A 


Wives are Purchasing Agents, too. And good 
at the job. That’s why, rather than dealing 
with the butcher, the baker, the candle-stick 
maker...many of them prefer to shop “one- 
stop” at the Supermarket, where all their 
food needs are met...and the quality is 
consistent. 


Many Purchasing Agents are taking a tip 
from their wives. They no longer deal with 
many suppliers, one for patient gowns, 
another for operating room apparel, still 
others for kitchen, nursing, and other depart- 
ments. They have learned that Angelica’s 
complete, balanced line of.uniforms gives 
them, consistently, all the advantages they 
had hoped to get: 


Send Today 
For Your Copy a 98, 
Of The New - Bn 
> a 
: & 
napene Catalog Arve 
Of Hospital Apparel 


1427 Olive St., St. Lovis 3, Mo. « 107 W. 48th, New York 36, N. Y. 
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| CONSISTENT HIGH QUALITY... High standards 


in choosing materials for durability, color- 
fastness, and shrinkage-control. 


CONSISTENT ECONOMY... longer wear--savings 
in repairs -- fewer replacements -- add up to 
“more for your money.” 


CONSISTENT COMFORT... you can always be 
sure that all Angelica garments are full cut and 
always true sizes--no skimping on materials. 


CONSISTENT SERVICE... Fifty trained sales- 
men, strategically located warehouses 
and largest stocks of any hospital apparel 
manufacturer assure you of fast delivery. 


CONSISTENCY... Yes, that’s the answer so 
many Purchasing Agents have learned from 
their wives. They now look to Angelica to 
supply uniforms for all personnel in all 
departments. 


UNIFORMS 


110 W. 11th, Los Angeles 15, Calif. * 177 .N. Michigan, Chicago }, Ill 
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How a weekly spot check of store- 
room items serves to give manage- 
ment a “bird’s eye view” of the pur- 
chasing-stores operation is described 
by the author. The spot check proce- 
dure also promotes better record-keep- 
ing and storage methods and discour- 
ages pilfering, the author observes. 





A PERENNIAL problem for man- 
A agement, wherever inventory 
records are maintained, is to be 
assured that inventory records are 
accurate—that there is agreement 
between the inventory records and 
the physical inventory—and that 
the dollar inventory value is sound 
It is impossible for management 
personally to observe the deter- 
mination of a reliable inventory. 
Therefore, dependency must be 
placed upon some form of peri- 
odic reporting based upon the es- 
tablishment of general operating 
procedures 

Too frequently there is a tend- 
ency in the maintenance of inven- 
tory records not to follow the 
same rigid dollar and cents ac- 
counting principles that are uti- 
lized in controlling the payroll, 
petty cash, or accounts payable 
accounts. Unfortunately, even 
though all the figures appear in 
the same financial statement, there 
may be two standards of reli- 
ability. It is logical, then, that 
the same attention should be given 
to establishing and maintaining 
stock controls, including the ques- 
tion of accuracy and the problem 
of true value (obsolescence), as 
is given to verifying the other 
items in a financial statement. It 
is a weakness in the system when 
inventory records cannot be eval- 
uated with the same assurance that 


». H. Heyd is director of Rowan Me- 
morial Hospital, Salisbury, N.C 
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SPOT CHECK SYSTEM OFFERS 
CONTINUOUS STORES CONTROL 


by E. H. HEYD 


FORM USED for inventory spot checking system is filled out by storekeeper and controller 
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FOR SLIP RESISTANT, 
EASY TO MAINTAIN 
FLOORS... 


Ped 





| gies 


Non-Wax 


POLY-GLO. 
the toughest, 


brightest finish 

for your floors 
*Rated “excellent” by Underwriters’ Labora- 
tories’ James Machine for slip resistance 


One coat of POLY-GLO outlasts 
two coats of conventional floor 
dressings, making it possible to 
cut floor maintenance time up to 
50%. POLY-GLO resists scuff- 
ing, heel marking and water 
spotting, will not yellow. Easy 
to apply, dries in minutes to a 
high luster, and removes easily 
with a neutral cleaner when 
floors are stripped. 


FREE! 32 PAGE MODERN FLOOR CARE 
BOOKLET “WHAT EVERY EXECUTIVE 
SHOULD KNOWABOUT THIS VITAL 
THOUSANDTH OF AN INCH.” SEND 
FOR YOUR COPY 


| Branch Offices 

| in Principal Cities 
In Canada; 

| Toronto, Ontario 


® 


MASURY-YOUNG CO. 
76 Roland Street, Boston 29, Mass. 


) Please have your representative in my 
area call me for an appointment to discuss 


THE MYCO METHOD OF FLOOR CARE 


“What Every Executive Should Know About 


| This Vital Thousandth of an Inch”’. 
Name ‘ 
1 Com pany 

| Address 


| 
| 
| 
| 
l 
| 
| 
| 
! 
| Send me free your new floor care booklet | 
| 
| 
| 
! 
! 
| 
! 
l 
| 


A 
| H108 
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all over figures on the financial 
statement are. 


DIMINISHING RETURNS FACTOR 


Unfortunately, a great deal of 
time—and it may well be wasted 
time—can be given to maintaining 
“pretty” inventory records and to 
checking and rechecking stock. 
There is a point of diminishing 
returns in the expenditure of 
time and effort to obtain reliable 
and accurate records. Two impor- 
tant factors are involved: 

First, man hours are much more 
costly than they used to be, and 
it is likely that this trend will 
continue. Thus, personnel cannot 
be used to perform unproductive 
tasks. 

Second, a “shut-down” 
tory-taking, besides being costly, 
usually disrupts the day-to-day 
operation and results in inconven- 
iences throughout the hospital. A 
running check, with its effect of 
keeping work standards high, 
makes the task easier and quicker 
to perform. 

The problems, then, are these: 

1. How to keep management 
personally advised of the status 
of inventory. 

2. How to maintain high over- 
all standards of employee per- 
formance (keeping everyone “hon- 
est” by systematically revealing 








inven- 


careless clerical errors or possible 
deliberate pilferage). 

3. How to check the reliability 
of inventory records, 

4. How to get the job done eco- 
nomically. 

5. How to do the job without 
interfering with the daily tasks of 
those concerned, 

To achieve these objectives at 
Rowan Memorial Hospital, a sim- 
ple spot check reporting form is 
used on a regular weekly sched- 
ule to give management a “bird’s 
eye” view of the purchasing-stores 
operation. 


PLAN IS FLEXIBLE 


There is considerable flexibility 
in the plan, as conditions warrant, 
to secure an adequate inventory 
check. At the present time, each 
week the controller selects only 
10 inventory cards at random from 
the perpetual card file in the pur- 
chasing office. Earlier, in devel- 
oping a high standard of perform- 
ance, more than 10 cards were 









pulled weekly from each of sev- 
eral commodity classifications, 1.e., 
housekeeping, medical and surgi- 
cal, stationery supplies, etc., in 
order to achieve broader coverage. 

The stock items are listed (with- 
out the inventory count) on a 
“spot check perpetual inventory 
sheet” which is submitted to the 
storekeeper. The latter reports the 
bin count (or actual inventory on 
hand) of the items listed and re- 
turns the form to the controller. 

The controller then records in 
the “inventory on card” column 
the inventory balance carried as 
the purchasing office’s perpetual 
inventory. After this information 
is transcribed the cards are re- 
turned to the purchasing agent. 
The spot check perpetual inven- 
tory sheet then is submitted to 
the director of the hospital. 

The report immediately shows 
discrepancies in actual count and 
inventory records, A delay in re- 
ceiving it usually indicates some 
inventory problem in warehous- 
ing. Further, the form is not so 
complicated or voluminous that 
some thought cannot be given to 
considering the rate of turnover 
of all the items being considered. 
From management’s. point of 
view, therefore, it is one more 
means of pinpointing obsolete or 
slow-moving storeroom items 

If there is a difference, the pur- 
chasing agent finally is requested 
to reconcile the discrepancy in 
records and actual inventory and 
to report the action being taken 


WHAT PROCEDURE DOES 


This procedure accomplishes sev- 
eral things: 

1. Routinely, and at 
intervals, it brings management’s 
attention to the quality of per- 
formance and general operation of 
the purchasing-stores group. 

2. It is a supplementary means 


frequent 


for bringing to management’s at- 
tention the status of particular in- 
ventory items that may well have 
become obsolete or “lost in the 
shuffle’. 

3. It encourages careful storage 
of merchandise in a manner that 
facilitates rapid inventory count; 
brings attention to the items 
that may have a rapid shelf de- 
terioration; and promotes accu- 
rate record-keeping to avoid the 

(Continued on page 84) 
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How Mt. Sinai Hospital gains 
nursing time, cuts foot travel, 
speeds all services! 
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“YES, MRS. HAYES— MAY I HELP YOU 2” 


Pb a gr*t # 


I. FEO 














“IS MY DOCTOR EXPECTED?” 


AUDIO-VISUAL NURSE CALL SYSTEM. At Mt. Sinai, Executone’s two-way voice communication between patient 


and nurse cuts nurse’s foot travel more than 60%...allows nurse more time for actual patient care. 


New York's famed Mt. Sinai Hospital has pioneered in the appli- 
cation of electronic voice communication. Starting 14 years ago 
with its first Executone Intercom System in the Radiology Depart- 
ment, Mt. Sinai quickly extended the use of this modern time- 
Saving equipment. 

Today, Executone is an integral part of Mt. Sinai, serving the 
entire hospital. With 325 beds already served by Executone’s Audio- 
Visual Nurse Call System, Mt. Sinai has applied other Executone 
intercom and sound systems to its many services and departments. 
Thousands of needless steps are saved daily at Mt. Sinai with 
Executone—clear, distinct two-way conversations take place at the 
touch of a button. The over-all result is more personalized patient 
care and improved administrative efficiency. 


" 
} | 


t 


Hospitals throughout the nation have discovered the effective- 
ness, economy and complete dependability of Executone for all 
services. Executone’s Audio-Visual Nurse Call System alone is now 
serving over 12,000 hospital beds. Find out—without any obligation 
—how Executone can work for you as it does for Mt. Sinai and the 
entire hospital field. Write to Dept.R-9 for further information: 
Executone, Inc., 415 Lexington Avenue, New York 17, N. Y. 

(In Canada—331 Bartlett Avenue, Toronto.) 


Lyecu/one 


HOSPITAL COMMUNICATION SYSTEMS 


ees 


CENTRAL KITCHEN COORDINATION. An average of RADIOLOGY TRAFFIC CONTROL. Handling NON-CORRIDOR PAGING. Doctors’ paging calls a 
6600 meals are served daily. Executone speeds activi- of patients coordinated through Executone Mt. Sinai are reproduced at Nurses’ Stations—not i 
ties with communication between Steward, Dietician, between technicians, Reception area, Dark Patient Corridors. (Arrow indicates paging unit.) 
Food Preparation and Serving areas, room, Film Files, and Chief Radiologist. 





aguipment and subfly review 


Bedside control panel (19C-1) 


Manufacturer's This new 
hospital bedside control center en- 


description: 


ables patients to perform a variety 
of routine services for themselves 
without having to call the nurse. 
The control center is the first com- 
pletely integrated system to apply, 
by mechanical means, the “self- 
help” concept to patient care. Pa- 
tients can adjust room tempera- 
ture, lower their beds, 
adjust either foot or head level, 
close or open drapes, dim the bed- 
side light, operate a closed-circuit 
TV system or select any commer- 
cial television program and ad- 
just tuning, contrast and volume 


raise or 


from a pillow speaker, utilize a 
one-piece self-contained automatic 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 


Bedside control panel (19C-1) 
Anesthesia monitoring device (19C-2) 
Fire resistant pads (19C-3) 

Doctor's in-and-out unit (19C-4) 
Plastic garbage or trash cans (19C-5) 
Food service innovation (19C-6) 

Can crusher (19C-7) 


PRODUCT LITERATURE 


Five new catalogues (19CL-1) 
Floor maintenance (19CL-2) 
Can and bottle crusher (19CL-3) 
Standards of sterility (19CL-4) 
Stretcher patient transportation 
(19CL-5) 


NAME and TITLE. 


HOSPITAL 


ADDRESS___ 7 


(Please type or print in pencil) 
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telephone, and converse with the 
nurse on a two-way intercom. 
Minneapolis-Honeywell Regulator 
Co., Dept. H, 2753 Fourth Ave. 
South, Minneapolis 8, Minn. 


Anesthesia monitoring device 
(19C-2) 

Manufacturer's description: New volume 
meter reduces inaccuracies and 
guesswork by indicating a pa- 
tient’s respiratory minute volume. 
The unit will also assist in respira- 
tory studies not specifically asso- 


ciated with anesthesia. The pa- 
tient’s normal minute volume can 
be determined prior to the opera- 


Wastebasket scrubber (19C-8) 
Infant incubator air filter (19C-9) 
Plastic cooling and heating pad 
(19C-10) 

Cube or crushed ice dispenser 
(19C-11) 

Floor maintenance system (19C-12) 


Water heating systems (19CL-6) 
Stand-by generator kit (19CL-7) 
Pediatric information card (19CL-8) 
Cardiological equipment (19CL-9) 








New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Asso- 
ciation. 


Hospital 











tion or ascertained by reference 
to the Radford Chart. Once the 
patient has been anesthetized, 
only a glance at the indicator is 
necessary to check if minute vol- 
ume is normal. The unit is com- 
patible with all anesthesia ma- 
chines, masks and catheters. Two 
models are  available—machine 
mounted and free-standing. Ohio 
Chemical and Surgical Equipment 
Co., Dept. H, 1400 E. Washington 


Ave., Madison 10, Wis. 


Fire resistant pads (19C-3) 


Manufacturer's description: These fire 


resistant ward incontinent pads 
are demonstrably less flammable 
than a surgical gauze sponge, bed 
sheet, or pocket handkerchief. The 
absorbency, non- 


pads combine 


# 


cy a 


irritation and flame _ resistance. 
Bauer & Black, Division of the 
Kendall Co., Dept. H, 309 W. 
Jackson Blvd., Chicago 6, IIl. 


Doctor’s in-and-out unit (19C-4) 
Manufacturer's description: This new de- 


vice, a small unit no larger than 
a telephone, replaces the conven- 
tional doctor’s in-and-out indi- 
cator and message-flash keyboard 
in the hospital telephone operator’s 
room. The unit, when dialed by 
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Always present are these two great dangers - 
but now one basic aseptic technique simplifies 
preventive housekeeping methods. Clean-O- 
Lite, a concentrated liquid detergent cleaner, 
deodorizer and sanitizer, controls potentially 
airborne pathogens on all hospital floors, walls 
and surfaces while protecting conductive floors 
in surgical suites against insulating soap scum 
or build-up that destroys conductivity. 


“On Your Staff—Not Your Payroll’ 
HOSPITAL DIVISION 
ST. JOSEPH, MO. 


Passaic, N. J. 


San Jose, Calif. 


Branches and Warehouse Stocks in Principal Cities 
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. ANTI \STAPH 


CLEANER - SANITIZER 


(4) Guards Against Deadly Cross-Infection 
(2) Guards Against Hazards of Combustible Anesthetic Agents 


Phenol co-efficient is 12 against Salmonella 
typhosa, 18 against Staphyloccocus aureus. 
Provides sanitizing action on a residual basis. 
Because it leaves no insulating film or soap 
scum it keeps a conductive floor within safe 
limits to meet requirements of N. F. P. A. Code 
No. 56. 

You'll find it will help meet rigorous standards 
for maintenance of an operation field clear of 
harmful microbes. 
























the operator, will disclose whether 
any whose number she 
dialed has registered “in” on the 
entrance register. If he has done 
so, a white “in” 
if he has not, an amber “out” lamp 
will glow. The also set 
up (or cancel) a message-flash to 


doctor 


lamp will glow; 


unit can 
attract the doctor’s attention. Auth 
Electric Co., Dept. H, 34-20 45th 
St., Long Island City 1, N.Y. 


Plastic garbage or trash cans 
(19C-5) 

Manufacturer's Molded of 
tough deep- 
fluted construction of these new 12 
and 24-gal. containers take rough 


description: 


polyethylene, the 


handling and rough weather. They 
are rust-proof, dent-proof and 
clatter-proof. The finish is unaf- 
fected by acids or disinfectants. 
The 24-gallon container has heavy 
free-swinging 
lifting 
can be 


galvanized steel 
handles that permit easy 
and carrying and that 

pulled up to lock the cover in any 
position. Clumbus Plastic Prod- 
ucts, Inc., Dept. H, 1625 W. Mound 


St., Columbus 23, Ohio. 
















Food service innovation (19C-6) 


Manufacturer's description: A new de- 


velopment in this food service sys- 


tem is the incorporation of two 
automatic-leveling plate and 
saucer mechanisms in the unit. 





AMERICA’S NUMBER ONE NURSER 


Build hospital 
good will 

at no cost with 
evenflo 
take home 
formula plan 


Mothers appreciate the convenience of 
a full day’s supply of formula ready 
to use when they face their first day 
at home. You can provide this good- 
will service at a saving to them—and 
to your hospital—with Evenflo’s Take 
Home Formula Plan. 

e Simply offer mothers 6 filled Even- 
flo Nursers in a convenient carry- 
out carton—at the same price they 
would pay for the empty nursers. 

e Purchase the nursers at hospital 

rates and your gift shop or hospital 

auxiliary benefits. 








nursers combined, 








EVENFLO, RAVENNA, OHIO 





@ Special order forms for mothers to 
fill out are supplied to you. 

In addition, you are supplying mothers 

with the nurser they are most likely 

to select themselves—Evenflo Nursers 

—used by more mothers than all other 


For further information, see your 


local Evenflo dealer, or write Evenflo, 
Ravenna, Ohio. 


evenflo’ 











































Designed to increase ease of han- 


dling butter plates and saucers 
when loading trays, the levelers 
have stainless steel coil-spring 
mechanisms which automatically 


position saucers or plates at the 
ideal serving level. The assembly 
table itself can handle 100 patient 
trays. Meals-on-Wheels System, 
Dept. H, 5001 East 59th St., Kan- 


sas City 30, Mo. 


Can crusher (19C-7) 


Manufacturer's description: Wheeled ove! 
an empty 30-gallon drum or car- 


ton, this unit 

crushes up to 5- , GP 
qt. or No. 10 \ 
food cans rap- 


idly, and drops 
the crushed cans 
into the drum 
The unit is safe 
and simple to 
operate, func- 
tioning 
when the 
tective hood is 
closed. It can be 
plugged into 
any 115-volt A.C. receptacle. Reg- 
ulet Inc., Dept. H, 831 S. Wabash 
Ave., Chicago 5, Ill. 


only 


pro- 





Wastebasket scrubber (19C-8) 
Manufacturer's description: Motor-driven 
machine 


wastebasket scrubbing 





bench top, 


can be mounted on a 
3askets are placed one 
rotating nylon 


waist high. 


at a time over a 
brush and are cleaned at the rate 
of more than 200 an hour. Each 


brush is engineered to satisfy the 
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individual brushing needs of the 
user. Brush strips can be made to 
suit the size of all circular waste- 
baskets. The Fuller Brush Co., 
Machine Division, Dept. H, Hart- 
ford 15, Conn. 





Infant incubator air filter 

(19C-9) 

Manufacturer's description: A new, highly 
efficient, simple air filter is now 
available for use on this com- 
pany’s infant incubator to remove 
contaminants from hospital nurs- 
ery air and to help minimize the 
danger of air-borne infections in 
the premature nursery. The filter 
provides complete isolation even 





when not connected to an outside 
air source. The filter assembly 
consists of a polished, cast alumi- 
num filter body, clear plastic cover, 
oxygen input nipple, all necessary 
fasteners for installation and one 
dozen fibrous filter pads. Air- 
Shields, Inc., Dept. H, Hatboro, Pa 


Plastic cooling and heating pad 
(19C-10) 


Manufacturer's description: This new 
method of maintaining thera- 
peutic temperatures consists of a 
flexible plastic pad containing a 


sealed circuit of tubing through 













which water is circulated under 
accurate thermostatic control 
(within 1°F. of the prescribed 
temperature). The unit consists of 
a plastic pad with a sealed-in cir- 
cuit of tubing and a control unit 
containing a one-pint water res- 
ervoir, a thermostatically con- 
trolled heating element, and a 
compact pump operated by a her- 
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USE COLSON QUALITY 


PRODUCTS & CASTERS 


Specially engineered Post Anesthesia and Regular stretchers are designed 
for maximum patient comfort and attendant convenience. Built to 
the highest safety and durability standards and selected by leading 
hospitals and institutions throughout America for generations. 

New “basic unit’ Colson folding wheel chairs feature interchangeable 
parts to meet any patient requirements. Stretchers, 

wheel chairs, surgical carts, handling equipment, food trucks, 
drum trucks, all purpose trucks, 
laundry trucks, ice trucks, 
garment trucks and many other 
Colson time and money saving 
products are fully described in 
the COLSON CATALOG. . 

SEND FOR ONE TODAY! 


Write to 
COLSON 
CORPORATION 
General Sales Offices 


Jonesboro, Arkansas 





h i i 
The Coison Corporation 
A Subsidiary of F Plants in: Jonesboro, Ark., Elyria, Ohio, 
Great American Industries, Inc.—Elyria, Ohio Somerville, Mass., and Toronto, Canada 















































metically sealed motor powered Floor maintenance system 
by normal electric current. The (19C-12) 














pad can be used for both heating Manufacturer's description: A new floor 
and cooling. Gorman-Rupp Indus- maintenance system which re- 
tries, Inc., Dept. H, Bellville, Ohio. duces time-per-job in wax strip- 





ping and dry buffing utilizes a 
scouring pad and a polishing pad 
made of nylon web, both color- 
coded for easy identification. In- 
cluded in the system is a com- 
panion product—a driving pad 


Cube or crushed ice dispenser 
(19C-11) 


Manufacturer's description: To meet a 
demand from hospitals for sani- 
tary storage 
and dispensing 








of ice from made of molded rubber with 
cleats which grip the pads and 





automatic ice 
machines, _ this 
unit, by the 
touch of a but- 
ton, dispenses 









either cube or 





crushed ice au- 
tomatically, Al- 
most any cube 







ice machine 
(not flake) may be mounted on 
top of this unit which receives the 
ice from its maker and stores for 
instant delivery. The dispenser is 
offered in 300 or 450-lb. capaci- 
ties. Power supply and drain are 
the only necessary connections. W. 
Mannhardt and Son, Dept. H, 
7916-18 W. Grand Ave., Chicago 
35, TU. 













ENGINEERED 
for efficient, 





Combination ARM, 


controlled. 








economical service 


AND HIP TANK, Model 
| HM 650... Stationary, 
stainless steel unit for hy- 
| dromassage and subaqua 
: therapy. Water mixing 
valve is thermostatically 





prevent them from “walking” 
out from under the machine. The 
two pads can neither rust nor 
conduct electricity and they re- 
sist shredding since there are no 
loose fibres or filaments to catch 
in floor plates or on a rough cove 
base. Both pads can be easily 
washed in water, wrung out and 
reused. Minnesota Mining and 
Manufacturing Co., Dept. H, 900 
Bush St., St. Paul 6, Minn. 


A spotcheck system offers 
continuous stores control 
(Continued from page 78) 


time-consuming job of correcting 
discrepancies. 

4. A systematic spot check pro- 
cedure provides a measure of in- 
ventory control at very little cost. 
The routine spot checking is di- 
vided among a number of people 
who usually find time during the 
week to inventory a specified num- 
ber of items without making it a 
“major project.” Another advan- 
tage is that periodic checking 
places less importance upon the 
year-end inventory with its ac- 
companying financial and clerical 


adjustments. a 
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Combination THERAPEUTIC 
TANK AND POOL, Model HM 
1200 ... A special stainless 






bination of passive and vol- BATH, Model SB 100 
untary exercise with hydro 


avoiding the necessity of at- 
tendant entering the water. 











ELECTRIC 
CORPORATION 
REACH ROAD, WILLIAMSPORT, PA. 


perature of solution. 


ILLE 


LITERATURE ON REQUEST 


steel tank permitting a com- Hudgins MOBILE SITZ 


For hospital, clinic or of- 
and manval massage, while fice use . . . sturdy stain- 
less steel and aluminum 
. +» easy to clean and 
assemble. Electric heater 
(optional) maintains tem- 





see 
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feduct literature 


atric sections complete information 
on a child’s friends, pets, foods, and 
normal pattern of living to ease 





SEE COUPON, PAGE 80 


Five new catalogues (19CL-1)—A 
new OB table, a mattress and bed- 
ding disinfector with special load- 
ing car, a utensil washer-sanitizer, 
a newly designed major surgical 
operating table, and a new major 
surgical light are described in cat- 
alogues TC-224R, SC-306, SC- 
321R, TC-294, and LC-162, respec- 
tively, available upon 
American Sterilizer Co., Dept. H, 
Box 620, Erie, Pa. 


maintenance 


request. 


Floor (i9Ct,-2)— 
Eight-page booklet details effec- 
tive maintenance procedures for 
terrazzo, marble, concrete, magne- 
site and ceramic tile and tells how 
to avoid problems as well. Hunt- 
ington Laboratories, Inc., Dept. H, 
Huntington, Ind. 

Can and bottle crusher (19CL-3) 
Four-page folder gives details on 
use and range of capacities of a 
that automatically 
pacts tin and aluminum cans and 
crushes bottles, separating the 
two for safe handling. C. G. Metal 
Products Mfg. Co., Dept. H, 1607 
W. 31st St., Chicago 8, Ill. 
(19CL-4)- 
lists 


crusher com- 


Standards of sterility 
Attractive wall chart 
ards of sterility to protect hospi- 
tals and patients against bacteria. 
Surface Combustion Corp., Katha- 
bar Division, Dept. H, 2375 Dorr 
St., Toledo 1, Ohio. 

Stretcher 
(19CL-5)—A system designed for 
the safe transportation of stretcher 
patients is described and pictured 
in a six-page folder. In this 
tem, the stretcher is moved—not 
the patient—for all diagnostic 
procedures. Brooks & Perkins, Inc., 
Dept. H, 1950 W. Fort St., Detroit 
16, Mich. 


Water heating systems 


stand- 


patient transportation 


sys- 


(19CL-6)— 
A 24-page book entitled, “How to 
Design, Specify and Buy Booster 
Water Heating Systems,” contains 
full instructions, tables and charts 
to simplify estimating water heat- 
ing requirements. The Cleveland 
Heater Co., Dept. LGH, 2310 Su- 
perior Ave., Cleveland 14, Ohio. 

(19CL-7)— 
A stand-by generator kit designed 
to familiarize administrators and 
engineers with hospital stand-by 


Stand-by generator kit 
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power requirements and 


hospital 


his stay in the hospital. Cards are 
available by requesting Similac 
Form No. 311,22A. Ross 
tories, Dept. H, 625 Cleveland Ave., 


Labora- 











generator set 
kit gives 


kilowatt coverage and type of in- 


stallation most 


dividual hospitals. Allis-Chalmers, new 
Handling 


Engine Material 
sion, Dept. H, 1135 
Milwaukee 1, Wis. 


Pediatric information 


8—Card is designed to give pedi- 


ask any 


check the yellou 


installations. 
information as to 


practical for in- 


card 


The 
the Columbus, Ohio. 
Cardiological equipment 
line of cardiological 
Divi- 
S. 70th St., cessory units are included. 

Chemical & 
(19CL- Co., Dept. H, 


n 1 
A ve., Madi OT 


Surgical 


10, Wis. 


of 1.001 kitchen managers 


why they depend on DuBOIS’ 


4-Star dishwashing plan... 


here’s why: 


% insures critical analysis of your dish room oper- 
ation, 

% insures installation of right compound to fit 
each job—then automatic dispenser (Viz-a-trol) 
and rinse dryer (Rins-a-trol) takes over usage 
control, 

% insures machine inspection and adjustment, 
operator education in getting best results. 

% insures periodic written reports for Customer 
to show what has been accomplished. 


DuBois products for dish machines: 


K-O-L Supreme ¢ ADVANCE ¢ KLORO-KOL « 
K-O-L 2 ¢ RELEASE ¢ VIZ-A-TROL electric dis- 
penser * RINS-A-TROL rinse dryer 


DuBois products for hand dishwashing & pots’n 
pans: 


DuFOME ¢ D-LITE ¢ S-U-D-S *¢ DuBARS 


see DuBois complete hospital and restaurant sani- 


tation program on display American Dietetic Assn. 
Show, Oct. 21-23, Booth 219, Convention Center, 


Philadelphia. 


pages for DuBois service near you. 


THE DuBOIS CO., INC, 


CINCINNATI 3, OHIO 


Other Plants: LOS ANGELES, DALLAS, E. RUTHERFORD, N. J 





(19CL-9) 
Four-page brochure describes a 
equip- 


ment. Prices, specifications and ac- 


Equipment 
400 E. Washington 








feed service and dictetios 


Texas administrator describes 





¢) SPECIAL DIETARY 


SERVICES THAT BUILD 
GOOD WILL 


by WILLIAM V. MAYS 


heron SERVICES, whether we 
KJ want them or not, are a defi- 
nite part of the present-day con- 
cept of the hospital. The hospital 
dietitian, I believe, therefore, has 
an obligation to take her share of 
this added work load; because by 

the good 

The old 
way to da 


doing so, she promotes 
name of the _ hospital. 
adage “the quickest 

man’s heart is through his stom- 
ach” can be 
again, for a grateful public—the 
outsiders 


repeated again and 
patient, his family or 
will carry a fine impression of the 
hospital to others in the commu- 
nity. 

This philosophy, I 
should permeate any discussion of 
the pros and cons of the dietary 
performing _ special 
outside the 


believe, 


department 
services inside and 
hospital. It should take precedence 
over the cost factor of these serv- 
ices, although the cost element is 
an important and essential consi- 


William V. Mays is assistant adminis- 
trator of Methodist Hospital of Dallas, 
Tex. This article is adapted from the 
author’s address at the American Hospital 
Association dietary department adminis- 
tration institute in Dallas, January 1958 
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Because the present-day hospital 
operates on the principle of provid- 
ing as many services as possible, the 
author states the dietary department 
has an obligation to provide some of 
these special services. Selective menus, 
birthday cakes, special parties for staff, 
and catering service for meetings and 
parties of the hospital’s public rela- 
tions groups are among special services 
the author suggests. 





deration in the implementation of 
a special services program. 

What the special 
services the 


are some of 
dietary department 
There is an 
of the 
more important ones are selective 
patients by the 


might provide? 


endless list, but some 
menus, visits to 
dietitian, dining rooms fo1 
latory patients, birthday and an- 
niversary cakes for patients, tray 
covers and napkins, special din- 
ners for various groups within the 
hospital, and weight control pro- 


ambu- 


grams for employees. 
SELECTIVE MENU 


Selective menus are the first of 


they 
they 


services. Are 
worthwhile? How 
cost? I have come to the conclu- 
that selective 
necessity in 
also believe selective menus should 
hospl- 


these special 


much do 


menus are a 
hospitals. I 


$10n 
private 
be provided in long-term 
tals. Long-term institutionalization 
inevitably creates a monotony that 
is hard to bear and often leads to 
attitudes and petty 
jealousies. The 
helps to relieve this monotony. 
Some dietitians feel a selective 
offered in the 


impatient 


selective menu 


should be 


menu 
cafeteria for employees, house 
staff, and student nurs There 


are problems, however, in this ar- 


rangement. The house staff and 
student will want two kinds of 
meat and perhaps two desserts 


This makes the cost prohibitive, 
in most instances. 

The extent to which a selective 
menu service should be offered is 
favor it 


another issue. I would 


outright ordering, 


extension to 
with the 
patients in 
hospitals who often 
habits and 
instruction on 
The selective menu 


only exception being 


charity city-county 
have poorer 
greatel! 


eating have 


need for proper 
eating habits 
should be offered to patients on 
special as well as general diets. 

than not hav- 
menu is not fol- 
after 


One thing worse 
ing a selective 
lowing the selective 
the patient checks it. This makes 
the patient dissatisfied 
The patient’s reaction is likely to 
be, “Why did they send me that 
menu to check if they aren’t going 
to follow it? I asked for chicken 


menu 


doubly 


pie and got salmon croquettes.’ 
The dietitian does have a 


lem when she is down to the last 


prob- 


few trays and runs out of chicken 
pie, but she take extra 
precautions to see the right num- 
ber of portions of each food are 
When this _ situation 
well for the 
to explain 
patient. In 


should 


prepared, 
arises, it would be 
dietitian or tray girl 
the shortage to the 
most instances, the patient will be 
understanding and take the substi- 
tute, if he is prepared for it. If 
he is served food he didn’t order 
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Dept. DP-104 Diamond Crystal Salt Co. 

916 South Riverside Avenue, St. Clair, Mich. 

I want to do away with costly, old-fashioned salt and pepper shakers. 
They make work and they’re unsanitary. Please send me, FREE, 100 
sample Diamond Crystal seasoning packets. 

Re 

ADDRESS__ 


bn a REPRESENTING 
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Diamond Crystal 
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without an explanation, anything 
but criticism can hardly be ex- 
pected. 


VISITS TO THE PATIENT 


Another 
patients is the dietitian’s visit to 


aspect of catering to 


every patient to see how he is 
getting along and if his food is 
satisfactory. There is no stronger 
service in a special services pro- 
gram than this visit, particularly 
for patients on modified diets se- 
than for 


patient, 


lected more for health 
pleasure. Visiting the 
moreover, gives the dietitian an 
excellent opportunity to instruct 
the patient on good eating habits 
and to answer his many questions 
about food restrictions. 


DINING ROOMS FOR PATIENTS 


Another special service that has 
been found successful is a dining 
room for ambulatory patients. 
This is not only for long-term pa- 
tients, but for some post-surgical 
patients also. At Detroit’s St, Jo- 
seph Mercy Hospital, this proce- 
dure was tried and found very 
satisfactory. The patients liked to 
serve themselves and the compan- 
ionship of others during meal time 
contributed greatly to positive at- 
titudes. When the central dining 
room was optional, it was found 
that a majority of patients chose 
to take their meals there. Last 
year in Dallas a central dining 
room for ambulatory patients was 
set up at Woodlawn Hospital (tu- 
bercular) and from early reports, 
it is working out well. 

How far this 
implemented in acute, short-term 
hospitals remains to be seen. At 
St. Joseph Mercy Hospital, it was 
observed that most patients com- 
plained less about the hospital 
food and enjoyed their meals much 
more than when they were served 
trays in their rooms. 

Methodist Hospital, Indianapolis, 
has a special dining room for out- 
patients, where the diabetic can 
come to eat his meals when he 
visits the clinic. This dining room 
serves two purposes: 

1. To provide meals for individ- 
uals in the community who must 
have special diets every meal for a 
long period of time and who eat 
away from home regularly. 

2. To provide a single meal for 
diabetics on the day they visit 


service can be 
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their doctor in the professional 
part of the clinic. 

Another way to promote good 
public relations with the patient 
is serving special cakes on special 
occasions. 

I accompanied the dietitian at 
Methodist Hospital of Dallas when 
she delivered a ‘‘good luck’ cake 
to a young man who had spent 
several months at the hospital and 
had become a favorite of hospital 
personnel. The cake was presented 
just as he was leaving for a re- 
habilitation center. The obviously 
delighted patient went up and 
down the halls showing the cake 
to the employees and to visitors 
in the lobby, and then shared it 


with other long-term patients. 
These are the little things that 
count. 


While we are dealing directly 
with the patient, let’s think about 
when we are going to feed him 
Are we going to awaken him too 
early in the morning so the die- 
tary or nursing service can get 
through with their work? Or are 
we going to consider his desires, 
his needs, and his happiness? Are 
we going to feed the patient at 
4:40 p.m. so that the employee can 
finish at 6 p.m., thereby leaving the 
patient hungry at 9 o’clock. 


POLICY DETERMINATION 


How often do we sit down and 
think about “why” we do things? 
Are we going to have attractive 
dishes, glasses, and silverware, o1 
are we going to have marred sil- 
ver, chipped glasses, cracked cups, 
etc., because these extras cost too 
much and we should not use the 
patient’s dollar on frills? Are we 
going to use plastic just because 
it does not break? Are we going 
to all-paper food service so we 
can do away with expensive ‘“‘buss- 
ing” and dishwashing? These are 
all things we should be thinking 
about in terms of patient satis- 
faction first and economy second. 

What is the public relations 
value of attractive tray covers and 
napkins? What does it mean to 
the patient who has to stay in 
the hospital on New Year’s Day to 
see a festive design and gay tray 
favor? Should we spend the pa- 
tient’s dollar for these extras? Are 
individual tray cards with the pa- 
tient’s name and room number 
worth the time and money in- 





volved? These are all questions 
every administrator and dietitian 
should ask and determine for the 
hospital. 

One of the most important spe- 
cial services that the dietary de- 
partment can offer is a_ special 
booklet or card explaining to a 
patient why he is being served a 
certain diet. A simple card on the 
patient’s tray is easy and effective. 
The patients and employees will 
be much happier and problems of 
acceptance of special diets will be 
greatly reduced. 


SATISFYING STAFF 


Consideration should also be 
given to special services for stu- 
dent nurses, interns, house staf! 
and the employees of the hospital 
What is the hospital doing about 
the student nurse whose favorite 
meal is hamburgers and hot dogs, 
while other employees and per- 
haps the administrator frown on 
sandwiches of any kind? Some 
hospitals are considering the wants 
and needs of the students more 
and more for recruitment reason 
At Methodist Hospital of Dallas, 
and in many others, foods in the 
cafeteria are particularly geared 
to the tastes of the students. Ex- 
amples of such foods are punch 
and lemonade. 

Does good food have anything 
to do with getting interns? Most 
people would probably answer no, 
and I agree it certainly should not 
Interns certainly should conside! 
broader aspects, but how many 
times during the year does house 
staff morale get low because of 
the food? I wonder if in your hos- 
pital about February or March a 
petition is circulated about the 
food with the announcement it 
will be forwarded to the adminis- 
trator. In one hospital, the house 
staff petitioned for a private din- 
special orde1 
their 


ing room and a 
breakfast facility, and got 
wish because the administrator 
wanted to maintain a good rela- 
tionship with members of his 
house staff. 

What are 
possible special 
house staff. Sunday meals provided 
for the house staff and their fam- 
ilies, with the families as guests 
of the hospital. This is extremely 
good public relations and com- 
ments received on this service at 


of the other 


services for the 


some 
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Methodist Hospital tell us that 
the wives look forward to these 
occasions. It costs the hospital very 
little and means a great deal to 
the doctor who is on a small sti- 
pend and cannot take his wife out 
very often. 

Some hospitals 
dinners for the 
Christmas and graduation. 

Parkland Memorial Hospital in 
Dallas has a most effective fea- 
ture in their coffee bar for doc- 
tors. Free coffee and doughnuts 


have special 


house staff at 


are served each morning to the 
house staff and attending physi- 
cians. The doctors like this service 
and appreciate the opportunity to 
sit down, visit, relax and talk. 
A feature we recently 
duced is a poll of the house staff 


to see what they do 


intro- 


and student 
and do not like about the food 
service. 
WEIGHT CONTROL PROGRAM 
What is the dietitian’s respon- 
sibility to nurses, employees, stu- 
dents, and house staff regarding 
Interns and stu- 
dents often gain 10 pounds thei! 


overeating? 


first six months at the hospital. 
They keep going back for seconds 
and thirds 
cook and the dietitian, but bad 


a compliment to the 


for their weight. It would be very 
dietitians to help 
with their diets and 
take an interest in the eating pat- 


desirable for 
these persons 


terns of all hospital personnel, I 
believe this, too, is good public 
relations. 

In emphasizing public relations 
toward patients, employees, house 
staff, student nurses, community, 
we should not overlook basic em- 
ployee relations in the dietary de- 
partment. Last Christmas the ad- 
ministration and department head 
at Methodist Hospital of Dalla 
planned a special dinner for die- 
tary department employees. Our 
feeling was this: “The dietary de- 
partment serves everyone all year 

so why don’t we sit them down 
and serve them?” We served a 
turkey dinner with all the trim- 
dietary employees. 
J.A.H.A, 32: 28 


mings to 57 
(See HOSPITALS, 
Feb. 16, 1958.) 
Special services to many of us 
means only catering for special 
functions. Is it worth what it costs 
to have the word spread that the 
hospital 


always serves well to 
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groups and has a friendly cup of 
coffee? Do these people go back 
into the community and talk about 
how well they were received at 
the hospital? 

Let me say here catering can be 
overdone. Dietary departments are 
not catering services; they have 
enough responsibility taking care 
of the patients. 

3ut there is a lot to be said for 
catering particularly for the hos- 
pital’s 
the board of 
women’s 


relations 
trustees and the 


public groups, 
auxiliary. It might be 
easier for the trustees go to a 
hotel or private club and it would 
not cost too much more, but it 
would not give them an oppor- 
tunity to get the “feel” of the 
hospital. Let them see into the 
vital areas—such as the dietary 
them see the 


house staff at meal time jumping 


department. Let 


up and down to take emergency 
calls, the 
about, the 


the food being 


student nurses rushing 
working, 
They will 
learn more about the hospital by 


eeing it operate than they would 


volunteers 


served 


by almost any means 


NOTES AND COMMENT 


I feel the hospital is obligated 
to hold certain teas and partie: 
for volunteers and auxiliary mem- 
bers. It is my opinion that these 
functions should be held at the 
hospital. 

What about having the public 
into the hospital for Sunday din- 
ner so they can see that the hos- 
pital is not such a “bad piace’’? 
One hospital recently opened it 
cafeteria to the public and had 
more than 600 guests for Sunday 
dinner, If this service pay 
self and does not come out of the 
patient’s dollar, and does not take 
the dietary department away from 
its first duty, the patient, it Is a 
fine practice, I believe. 

All of the special services dis- 
cussed here will not be feasible o1 
desirable for one hospital, but it 
would be well if each hospital 
implemented at least one or two 

them. Those with t 
I think would 
provision for dietitian’s vi 
patients, booklets for patients on 
special diets, and some catering 
functions for the public relations 


groups in the ad 


Revision of dietary allowances published 


te-evaluation of 
height and weight o 
the allowances are 
tary Allowances," 
The allowances are intended as 
maintenance of good nutrition of 
healthy United 
States conditions 
The 1958 publication is the fourth 


persons in the 
under present 
revision of the allowances since 
the National Research 
publication of the original stand- 
1943. 
standards were published in 1945, 
1948, and 1953 

The niacin equivalents listed in 


Council’s 


ard in Revisions of the 


the 1958 edition take into consi- 
deration the quantity of the pre- 
formed vitamin available in mixed 
diets plus that derived from the 
precursor, tryptophan. In the new 
standard 60 mg 
equivalent to 1 mg. niacin. 


tryptophan are 


In earlier editions of the stand- 


ard niacin allowances included 
*Food and Nutrition Board, National 
Research Council. Recommended Dietary 
4llowances, Revised 1958 (Pub 589) 
National Academy of Sciences, National 
Research Council, 1958 


released 


niacin requirements and slight increase in the 


reference man and woman used in calculating 


7 


changes in the 1958 Recommended Die- 
by the National Research Council. 
national dietary standard for the 


only dietary niacin, and any modi- 
fication to include the precursor 
would mean an apparent increase 
in niacin allowances. 

In commenting on the change 
in niacin requirements in the 
September 1958 issue of the Jour- 
nal of the American Dietetic Asso- 


Robert E. M.D.., 


“practical advantages of 


ciation, Shank, 
said the 
such a change do not at this time 
seem to be important.” He said 
“any diet affording the quantities 
of protein indicated in the al- 
lowances plus the recommended 
amount of niacin would be ade- 
quate in its provision of total 
acin.”” Doctor Shank is chairman 
of the Committee on Dietary Al- 
lowances, National Research Coun- 
cil’s Food and Nutrition Board 
The second 


major change in 
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AGE AND SEX WEIGHT HEIGHT 


kg. (Ib cm. (in 
Men 
25 years 70 (154) 175 (69) 
45 years 70 (154) 175 (69) 
65 years 70 (154) 175 (69) 
Women 
25 years 58 (128) 163 (64) 
45 years 58 (128) 163 (64) 
65 years 58 (128) 163 (64) 
Pregnancy (3rd 
trimester) 
Lactation (850 
ml. milk daily) 
Infantst 
Oto 1 montht 
1 to 6 months 6( 13 60 (24) 
7 to 12 months 9( 20 70 (28) 
lto 3 years 12 ( 27) 87 (34) 
4to 6years 18 ( 40) 109 (43) 
7to 9 years 27 ( 40 129 (51) 
10 to 12 years 36 ( 79) 144 (57) 








13 to 15 years 49 (108) 163 (64) 
16 to 19 years 63 (139) 175 (69) 
Girls 
13 to 15 years 49 (108) 160 (63) 
16 to 19 years 54 (120) 162 (64) 
1. This chart 


cessive. 


| mg. niacin. 
the 1958 allowances 
increasing the body weight of the 
reference man from 65 to 70 kg. 
and his height 67 to 69 inches. The 
weight of the reference woman was 
increased from 55 to 58 kg. and 
her height from 62 to 64 inches. 


consists of 


These specifications are slightly 
higher than those adopted for 
the average man by the Food 


and Agricultural Organization and 
those adopted by the NRC Food 
and Nutrition Board in 1953. 

A comparison of the 1953 rec- 
ommended daily dietary allow- 
ances and the recently published 
ones (see chart above) shows 
no significant increases in daily 
recommended allowances for pro- 
tein, calcium, iron, Vitamin A, thi- 
amine, riboflavin, ascorbic acid, 
and Vitamin D. There is a slight 
adjustment in calories over the 
1953 edition, due to the increase 
in body weight and height for the 
reference man and woman in the 
1958 edition. 
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CALORIES 


Food and Nutrition Board, National Research Council Recommended Daily Dietary Allowances,'-2 Revised 1958(5) 


(Allowances are intended for persons normally active in a temperate climate.) 






CAL 


CIUM IRON 


PROTEIN 


ADULTS 

gm. gm mg 1,U 

3200 70 0.8 10 5000 
3000 70 0.8 10 5000 
2550 70 0.8 10 5000 
2300 58 0.8 12 5000 
2200 58 0.8 12 5000 
1800 58 0.8 12 5000 
300 ~20 1.5 15 6000 
-1000 + 40 2.0 15 8000 


CHILDREN UP TO 12 YEARS 


kg. * 120 0.6 5 1500 
kg. * 100 0.8 7 1500 
1300 40 1.0 7 2000 
1700 50 1.0 8 2500 
2100 60 1.0 10 3500 
2500 70 1.2 12 4500 






is reproduced with the permission of the National Research Council 
2. The allowance levels are intended to cover variations among most normal persons as they 
recommended allowances can be attained with a variety of common foods, 
*Calorie allowances apply to individuals usually engaged in moderate physical activity 
Adjustments must be made for variations in body size, age, 
tSee Recommended Dietary Allowances for discussion of infant allowances in first months of life 
Niacin equivalents include dietary sources of the preformed vitamin and the precursor tryptophan; 


CHILDREN THIRTEEN TO NINETEEN YEARS 





3100 85 1.4 15 5000 
3600 100 1.4 15 5000 
2600 80 1.3 15 5000 
2400 75 1.3 15 5000 


physical activity, 


The dietary standard provides 
the dietitian with a base for menu 
planning. The recommended al- 
lowances serve as a guide rule for 
planning the normal diet in the 
hospital, since the needs of pa- 
tients on house diets are essen- 
tially the same as the needs of the 
average healthy person provided 
for in the allowances. All spe- 
cial diets are planned in terms of 
modification of the normal diet. 

The dietary standard can also 
serve the dietitian as an evalua- 
tion tool for assessing the nutri- 
tional adequacy of menus. 

The United States is not the 
only country that has a developed 
dietary standard. England and 
Canada have developed their own 
standards and the Food and Agri- 
culture Organization has developed 
a set of allowances for the world 
as a whole. 

In comparing the standards of 
England and the United States in 
last month’s issue of the Journal 


VITAMIN 
A 





60 mg 


Designed for the maintenance of good nutrition of healthy persons in the U. S. A. 





NIACIN ASCOR VITA 
oe site EQUIVA BIC MIN 
LENTS # ACID D 





mg mg mg mg 1.U 
1.6 1.8 21 75 
1.5 1.8 20 75 
1.3 1.8 18 75 
1.2 1.5 17 70 
1.1 1.5 17 70 
1.0 1.5 17 70 
1.3 2.0 rT3 100 400 
1.7 2.5 s 150 400 
0.4 0.5 6 30 400 
0.5 0.8 7 30 400 
0.7 1.0 8 35 400 
0.9 1.3 iB 50 400 
1.1 1.5 14 60 400 
1.3 1.8 17 75 400 

















1.6 21 90 400 
1.8 2.5 25 100 400 
1.3 2.0 17 80 400 
1.2 1.9 16 80 400 


live in the United States under usual environmental stresses. The 
providing other nutrients for which human requirements have been less well defined 
For office workers or others 
and environmental temperature 


in sedentary occupotions, they are ex 


tryptophan are counted as being equivalent to 
of the American Dietetic Asso- 
ciation, Doctor Shank said the 


“British standard is aimed at es- 
tablishment and maintenance of 
a good nutritional the 
average person whereas the United 
States standard makes allowances 
for biologic variation and attempts 
to meet the needs of substantially 
all healthy persons.”’ 

Doctor Shank also reported the 
Canadian standard “has been made 
to afford intakes meeting minimal 
requirements.” He said the “ap- 
proach of the FAO committee in 
its evaluation of caloric require- 
ments has been to consider re- 
quirements at the physiologic level, 
representing the caloric needs of 
fully active, healthy individuals.” 
He noted the Food and Nutrition 


state in 


Board of the National Research 
Council made an effort to incor- 
porate the FAO standards for 


caloric allowances in the 1958 re- 
vision of the Recommended Die- 
tary Allowances. . 
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; More hospitals are using 


more and more Flex-Straws 


< 
2 
= 
, 
| | Why? Hospital staffs 9 






{ 


wanted a straw that was safe 9 saa 





} al ‘ , 
| (Flex-Straws are paper...so there’s never any danger of broken glass. ) ° 
| ee 
; . . , , “tN te 
‘§ | Hospitals wanted a straw that would offer their patients added cleanliness 
| x 1 
if (Flex-Straws are single service... v they’re always fresh as a daisy. ) 


Hospitals were looking for a straw that was convenient and efficient. 










{ Flex-Straw’s unique bending action eliminates lost motion in patient bed 
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Ansa: aembaibaalithelnanis 0 








adjustment ——~ FE ...and Flex-Straws are disposable too. 
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Hospitals were looking for new ways to economize fe 
U d 





eet Tee 


} (Hospital tests prove using Flex-Straws is more economical than using breakable 









tubes.) Hospitals found the answers by using... 


}| FLEX-STRAWS 
a 2) 


Is your hospital enjoving these Flex-Straw advantages? 
















P.S. Flex-Straws can be used _ SErerreeeeeeeeeeeeeeeeeerr rrr irri reer rrr errr er 
fe se * FLEX-STRAW CO. INT'L. H . 

2040 Broadway 

Santa Monica, Calif. 


in hot liquids, too! . 






refer to 
HOSPITAL PURCHASING FILE 


for listings and prices 





Please send samples and literature 
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ALGARY, VAN VER HOSPITAL 
FLEX-STRAW Co. Int'l. ; ADDRESS 
2040 Broadway + Santa Monica, California 3 — hike: 
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Winter Cycle Menu 
for the Midwest 








i yes 21-DAyY selective winter cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the Midwest. These 
menus, which can be used dur- 
ing December, January and Feb- 
ruary, feature foods popular in 
the Midwest. 

The menus in this issue are the 
first in a four-part series of win- 
ter cycle menus published in this 
Journal. Winter cycle menus for 
the South-Southwest will be in- 
cluded in the October 16 issue of 
HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION. The 
winter menus for hospitals in the 
East and North-Northwest will be 
published in the November 1 and 
16 issues, respectively. 

In planning the menus, careful 


consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 





During October and November, hos- 
pitals can use the fall cycle menus, 
published in the July and August 1957 
issues of this Journal. 





choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on each day’s break- 
fast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 






both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 


other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or 
fat restrictive diets. When fruits 
are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 
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shortens the 


banquet cover 


able 





cup cover 









muffin cover 
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bow! covers 109 S. Conejos 


imma m Hot Longer With Plastic 
Food Service Covers 


Low heat conducting Egonite 
"heat loss gap.” 
meme Keeps food hot longer because | | 
heat can't escape and cold air | | 
can't touch the food. 


® Desirably quiet for hospital use 
® Light weight, easy handling 
® Heat resistant 

® Sparkling clean appearance 
® No denting, almost unbreak- 


® Speedier checking of food 
® Full range of sizes. 


Easy to stack, easy to use! 
Egonite plastic 
washed by your usual method in 
your dishwashing equipment. 


also sidedish & salad covers, platter 
and pan covers, dish or tote boxes. 


write for full line catalogue 
or neorest distributor 


) Deses Peak Plastics 


Colorado Springs, Colorado 


covers can be 


Vue. 





~<-_” 4 















Eliminates towelling — 
speeds drying — re- 
moves old dulling film Se 
— brightens pots and Sao 
pans — excellent silver WO spots bp \ 
dip — superior moldi- 
cide, and freshening 
odorless deodorizer. 


Visit Our Booth—American Dietetic Show 

























| 
WO ODORS; (i, 





NO 
TOWELLING 


Gucalaboow FOOD SERVICE OPERATIONS 


@ Kitchens — Restaurants — Cafeterias 
@ Hospitals — Sanitaria — Nursing Homes 
@ Schools — Universities — Resorts 


Cuts Overhead — Improves Over-All Sanitation 


Ask to See a Klenzade Representative 


(ne: LENZADE) KLENZADE PRODUCTS, INC. 





BELOIT, WISCONSIN 
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Ist WEEK MIDWEST SELECTIVE WINTER CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


— prepared by Elizabeth Fox, dietitian, University 
Hospitals, State University of lowa, lowa City 





breakfast 


Blended Juice 
or Pear Haif 
with Syrup 
Oatmeal 
or Corn Flakes 
Glazed Donut 


monday 


Prune Juice 
or Grapefruit Half 
Ready-to-Eat Oats 
Cereal or Farina 
Scrambled Egg 
Cinnamon Toast 


tuesday 


Apricade 
or Banana 
Wheat Farina 
or Ready-to-Eat 
Corn Cereal 
Link Sausage 
Toast with Jam 


Orange Juice 
or Stewed Prunes 
Shredded Wheat Cere 
or Cornmeal 
Soft Cooked Egg 
Coffeecake 


thursday | wednesday 


Prune Juice 
or Tangerine 
Malt Meal Cerea 
or Ready-to-Eat 
Rice Cereal 
Fried Egg 
Toast-Jelly 


friday 


Pineapple Juice 
or Spiced 
Applesauce 
Ready-to-Eat Wheat 
Flake Cerea 


saturday 


a n 
Sm alt Pan akes yruf 
Frozen Orange Juice 
or Frozen 


Strawberries 


Rolled Oats Cerea 


Danish Sweet Rol 


sunday 


Brisket, Corned 
| Brisket, Frest 
Chipped Beef, Dried 
Frankfurters 
Ground Beef 
Roast, Sirloin (B.R.T.) 
| Round (Bottom) 
Sirloin, Chopped 
| Steaks, Minute 


Tongue 


| Bacon, Canadian 
Bacon (Sliced) 
Ham (Pullman) 
Loin (Boneless) 

| Sausage Links 

} Shoulder (boneless) 


Leg (B.R.T.) 
| Stew 


Ist week market order for perishables (per 50 beds) 


Shrimp 





or Puffed Rice Cere 


Item, Specifications, Amounts & No. of Servings 


noon 


Chicken Broth 

Pot Roast (S) with Gravy (F) or Pork Chop Suey 
Mashed Potatoes (FS) 

Buttered Spinach (FS) or Fried Parsnips 
Lettuce Wedge with 1000 Island Dressing or Black-Cherry Squares 
Strawberry ice Cream (F) or Prune Whip with Custard Sauce (S) 


Tomato Juice with Lemon Wedge 
Roast Turkey (FS) with Gravy (S) or Creamed Chip Beef on B 
Fluffy Potato Cup (FS) 
French Cut Green Beans (FS) or Buttered Brussels Sprouts 
Golden Peach Half with Blueberries 

or Celery Cabbage Rings with Mayonnaise 
Chocolate Cake (F) or Gelatin Cubes with Cream (F) 


Pineapple Juice 

Roast Veal (FS) with Gravy (F) or Stew with Gravy 
Steamed Potato (FS) 

Buttered Carrots (FS) or Whole Kernel Corr 
Pear-Mint Jelly Salad or Calico Salad 

Cream Puff (F) or Baked Glazed Apple (S) 


Beef with Barley Soup 
Creamed Chicken (FS) 

a or Grilled Frankfurter Strips 
Buttered Riced Potato (FS) 
Sauerkraut or Wax Beans with Pimiento (FS) 
Waldorf Salad or Tomato Juice-—Crackers 
Poppyseed Cake (F) or Jellied Banana (S) 


Corn Chowder 

Fried Shrimp (F) or Broiled Sirloin Pattie ( 
Potato on Half Shell (FS) 

Stewed Tomatoes (FS) or French Fried Or 
Mixed Fruit Salad or Colesiaw 
Orange Sections (S) or C ate Merir 


Orange Juice 

Oven Browned Minute Steak (FS) or Bar 
Whipped Potato (FS) 

Mixed Vegetables or Frozen Asparagus Tips (F 
Dill Pickles or Banana Rounds with C 

Stroop Kovk (Molasses Cake) (F) or T 


a 


Lemonade 
Roast Pork with Gravy (F) or Braised Beef 
Browned Whole Potato (FS) 
Sweet-Sour Red Cabbage or Buttered Peas 
al Whole Apricot and Pineapple Ring Salad or Carr 


Cranberry Ice (S) or Pineapple Cobbler (F) 


POULTRY 
ed) Grade A 


erated) Grade A 


BEEF 
U.3.G6 4 
U.S. Choi 
U. S. Goo 
All beef, § 
U. S. Goo 
U. S. Choice 
U. S. Standard 

Choice 
U. S. Choice 

4 oz. each 

No. 1 


FRESH FRUITS 


Jonatha 113s 


Ripe 


FRESH VEGETABLES 


PORK pabt Bag 
Rec Bag 
24-26-1 Ib 5 Carrots Topped, bag 
Ready-to-eat ? Pascal 
Grade A, 10-12 Ibs 35 Ibs White. relish 
12-1 Ib 20 Ibs Cucu ; 
Grade A 0 Ibs 0 | Endive Curly 
Lettuce Head. 48s 
VEAL Onions, Dry Yellow, bag 
U. S. Good Onions, Green Bunch 
U. S. Good Onions, 5 ype 
Parsley Bunch 
FISH Parsnips 
26-28-1 Ib 15 Ibs Potatoes, Sweet Hamper 


anish-t 


night 


ountry Link Sausage (F) 
imon Loaf with Lemon Butter Sauce (S) 
Savory Stuffed Potato (FS) 
Buttered Peas (FS) or 7-Minute Cabbage 
Pineapple-Maraschino Cherry Salad or Carrot-Raisin Salad 
Whole Peeled Apricots in Syrup (FS) or Cocoanut-Butterscotch Bar 


Cream of Potato Soup 

Corned Beef Brisket (F) or Cheese F 
Baked Lima Beans (F) 

Frozen Broccc t s (FS) 

Assorted Relishes or Stuffed Egg Halves 

Open-Face Cherry Pie (F) or Fruit Ice with Marshmallow T 


ndue with Jelly (S) 


Vegetable Soup 

Poached Egg on Toast (S) or Broiled Canadian Bacon (F) 
Diced Potato in Cheese Sauce (F) and Orange Bread (F) 
Buttered Cauliflower or Frozen Asparagus (FS) 

Winter Tossed Salad with French Dressing or Jellied Grapefruit Salad 


Ch ate-Vanilla Wafer or ice Box Dessert (S) 


Juice 
>paghe and Meat Sauce b n Cheese (F) 
or Hot Sliced Beef (S) 
Assorted Hard Rolls (F) 
Dutch Lettuce or Baked A 
Cottage Cheese De ight or S 
Butterscotch Ice Cream (FS 


alad 


ned Oatmeal Cookie 


2 


ice (F) 


or Cauliflowerets 
or Apple Browr 


Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 


FROZEN FRUITS 
8 Ib. can 5-1 sugar 


an, 5-1 sugar 


5-1 sugar 
iced, 8 Ib. can 
5-1 sugar 


FROZEN VEGETABLES 
spears, 2% Ib. pkg 
Cuts, 2 
Julienne. 2 
Cuts, 2% Ib. pkg 
Stems and buds 
2% Ib. pkg 
2% Ib. pkg 
Buds, 2% Ib 
pKg 
pped, 2 
pkg 
tast 2 b. pkg 


Vegetables, Mixed 2% Ib. pkg 
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2nd WEEK MIDWEST SELECTIVE WINTER CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 





— prepared by Elizabeth Fox, dietitian, University 


Hospitals, State University of lowa, lowa 





City 








monday 


tuesday 


| 
| 
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friday 


| saturday | 


sunday 


2nd week market order for perishables (per 50 beds) 








| 
| 
| 
| 





Tangerine Juice 
or Banana 

Wheat Farina 

or Ready-to-Eat 


breakfast 


Peach Nectar 
or Chilled Kakoda 


Figs 


Wheat Squares 
or Rice with 


Cinnamon and 
Sugar 


Poached Egg 
Toast-Jelly 


Cereal 


Pancakes with Syrup 


Pineapple Juice 


or Baked Apple 
with Cream 


Puffed Wheat Cereal 


or Rice Cereal 


Soft Cooked Egg 
Cinnamon Bread 


Orange Juice 


or Frozen Peach 
Slices 


Rolled Oats Cereal 


or Corn Flakes 


Bacon Strips 
Raisin Toast 


Tomato Juice 


or Bunch of Grapes 


Shredded Wheat Cereal 


or Oatmeal 


Coffeecake 


Orange-Apricot Juice 


or Blue Plums 
in Syrup 


Malt Meal Cereal 


or Ready-to-Eat 


noon 

Beef Borsch with Sour Cream 
Savory Short Ribs 

or Creamed Turkey on Toasted Rusk (FS) 
Buttered Diced Potato (FS) 
Green Beans (FS) or Buttered Rutabaga 
Carrot-Pineapple Salad or Citrus Salad 
Banana Cake with Whip Cream (FS) or Grapenut Custard 


Blended Juice 
Breast of Veal (S) or Grilled Pork Chop (F) 

Sweet Potato and Apple Casserole (FS) 

Buttered Peas (FS) or Fried Cauliflower 

Cranberry Jelly or Tossed Salad with Lemon Oil Dressing 
Chocolate Chip Cream Pudding (FS) or Ginger Snaps 


Turkey Broth 

Baked Liver or Salisbury Steak (FS) 

Potato with Bacon (FS) 

Baked Onion Rings (F) or Creamed Diced Carrots (S) 

Spiced Crabapple and Cottage Cheese Salad or Gerkin Sweet Pickles 
Scotch Shortbread Cookie (S) or Ambrosia (F) 


Pineapple Juice 

Pork Tenderloin (F) or Beef Cubes and Mushrooms on Noodles (S) 
O'Brien Potatoes (F) 

Harvard Beets (FS) or Buttered Peas 

Corn Relish or Banana and Jelly Salad 

Chocolate Ice Cream (FS) or Pumpkin Pie 


French Onion Soup with Rye Cheese Croutons 
Plank Round Steak (FS) or Filet of Sole 
Oven Browned Potato (FS) 
Buttered Asparagus Spears (S) or Buttered Brussels Sprouts (F) 
Red Cabbage Slaw or Peach Half with Mint Jelly 
Angel Cake with Lemon Sauce (FS) 
or Broiled Grapefruit Half with Maraschino Cherry 


Essence of Celery Soup 

Broiled Cream Cheese Square with Brown Bread (S) or Spareribs (F) 
Browned Paprika Potatoes (FS) 

Frozen Mixed Vegetables or Buttered Green Beans (FS) 

Head Lettuce with Dressing or Mixed Fruit Salad 





night 


Apple Juice 
Macaroni and Cheese (S) 
or Meat (Beef) and Vegetable Casserole with Biscuit Topping (F) 
Parkerhouse Roll (FS) 
Brussels Sprouts er Buttered Asparagus (S) 
Cucumber Rounds in Sour Cream 
or Banana Chunks with Red Currant Dressing 
Gelatin Jewels (FS) or Yellow Cake with Coconut Icing 





Tomato-Rice Soup 
Pinwheel Meat Roll with Cream Sauce (S) 

or Beef Brisket with Onion Sauce (F) 
Hash Brown Potatoes (F) 
Buttered Wax Beans (FS) or Mexicorn 
Hard Cooked Eee Halves with Paprika 

or Pineapple Ring and Red Raspberry Salad 
Lime Ice (S) or Hot Fresh Apple Pie (F) 


Apricot Nectar 
Oyster Stew or Ground Lamb Roast (FS) 
Curried Rice (F) 
Frozen Mixed Vegetables (F) or Stewed Tomatoes (S) 
Jellied Pear Salad or Radish Roses 
Baked Custard (S) with Raspberries (F) 
or Pineapple-Cherry Upside-down Cake 


Vegetable Cream Soup 

Baked Squash Stuffed with Link Sausage (F) or Escalloped Tuna (S) 
Tender Potato Muffin (FS) 

French Cut Green Beans (FS) or Broccoli with Cheese Sauce 

Apple Slices with Cinnamon or Shredded Lettuce with Dressing 
Biue Piums with Sugar Cookie (FS) or Pfeffernuesse 


Tangerine Juice 

Fried Sausage Cake (F) or Scrambled Egg (S) 
Stuffed Baked Potato (FS) 

Buttered Spinach (FS) or Creamed Turnips 
Orange and Onion Ring Salad or Assorted Olives 
Raspberry Ripple ice Sante (FS) or Apricot Criss 


Lime Juice Cocktail 

Porcupine Meatballs (FS) or Sauerbraten 
Creamed Potato (FS) 

Stewed Tomatoes (FS) or Whole Kernel Corn 
Jellied Grapefruit Salad or Assorted Relishes 












Rice Cereal 


Scrambled Egg—Bacon 
Toast with Jam 


Grapefruit Juice 
or Tangerine 
Raisin Bran Cereal 


or Farina Fried Cabbage or Glazed Carrots (FS) 
Cornmeal Mush Beet Relish or Pear and Cherry Salad 
with Syrup Orange Ice (S) or Blueberry Muffin with Jelly (F) 


(F)}—Full Diet 


Jellied Consomme 


Mashed Potatoes (FS) 


(S)}—Soft Diet 








(FS)—Full and Soft Diet 


Item, Specifications, Amounts & No. of Servings 






Whole Ripe Banana (S) or Cranberry Cheese Cake (F) 


Roast Sirloin of Beef (FS) or Stewed Chicken with Dumpling 


Butterscotch Pudding (FS) or Apple Dumpling with Nutmeg Sauce 


Biended Vegetable Juice with Crackers 
Hamburger Steak with Fried Fruit Cocktail (F) 
or Toasted Cheese Sandwich (S) 


Candied Sweet 


Buttered Broccoli or Frozen Peas (FS) 
Apple-Celery Salad or Pickle Rounds 
Chilled Peach Halves (FS) or Marbie Cake with Seven-Minute Icing 


Item, Specifications, Amounts & No. of Servings 








Potato (F) 






Bread, butter and a choice of beverages are to be included with each meal 


Item, Specifications, Amounts & No. of Servings 


BEEF POULTRY Radishes Bunch 1 doz 
Brisket, Fersh U. S. Good 20 Ibs. 60 | Fowl (Eviscerated) Grade A, 5 Ib. av 100 Ibs Rutabaga 5 Ibs 
Chuck (Boneless) U. S. Good 15 ibs. 60 Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs Tomatoes Repacked (5 x 6) 1 lug (30 Ibs.) 
— Beef a needy ib. pkg _ 9 de FRESH FRUITS Turnips, White Topped 5 Ibs 
ses apotihaghee ‘ Apples Jonathan, 113s 1 box FROZEN FRUITS 
Roast, Sirloin (B.R.T.) U. S. Choice 30 Ibs “ 
Round (Bott ey ae 5 ibs. 20 Bananas Ripe 50 Ibs Apples 8 Ib. can, 5-1 sugar 16 Ibs 
aa R “ _ y a - 15 “a Grapefruit Seedless, 70s 1 box Apricots Halves, 8 Ib. can 8 Ibs 
j 0 ° 
: mers aes . , Grapes Seediess, 28 Ib. box 28 Ibs. Orange Juice Con., 32 oz. can 6 cans 
Steaks, Round U. S. Choice \ , 
4 oz. each 25 Ibs. 100 | Lemons 1 doz Orange and 
Oranges 176s 1 box Grapefruit Sections Gatton - he and P 
chille 2 gal 
LAMB Tangerines Crate, 144 10 Ibs enthiee eked Bh con 
| Leg (B.R.T.) U.S. Choice, yearling 20 Ibs. 60 FRESH VEGETABLES 5-1 sugar 8 Ibs 
| Beets Topped 25 Ibs Plums, Blue 8 Ib. can 
PORK 5-1-sugar 16 Ibs 
Cabbage Bag 5 ibs 
4-26-1 Ib 6 Ibs | 
| ees oad nd : ; oz. each 25 Ibs. 100 — oe PROZEN VEGETABLES 
| Ops, “ i : oz. & he rs Carrots Topped, bag 50 Ibs Asparagus Spears, 2% Ib. pkg 5 ibs. 30 
| neste " ) ad a 15 “ts 60 Celery Pascal, 30s 1 doz Beans, Green Cuts, 2% Ib. pkg 15 lbs. 90 
—— , Celery White, Relish 6 stalks Beans, Green Julienne, 2% Ib. pkg. 25 tbs. 150 
Spareribs Grade A, 3-1 tb 7 ms Cucumbers 2 Ibs Beans, Wax Cuts, 2% Ib. pkg 10 Ibs. 60 
Tenderloin Lean, 4 oz. each 25 Ibs. 100) Endive Curly 6 heads Riacnal Siete alk indie 
| Lettuce Head, 48s 2 crates 2% Ib. pkg 5 ibs. 30 
VEAL Onions, Dry Yellow, bag 50 Ibs Brussels Sprouts 2% Ib. pkg 25 Ibs. 150 
Breast U. S. Good 7 Ibs Onions, Green Bunch 1 doz Cauliflower Buds, 2% Ib. pkg 2% Ibs. 15 
Parsley Bunch 1 doz Peas 2% Ib. pkg 27% Ibs. 165 
FISH Potatoes, Sweet Hamper 50 Ibs. Spinach Chopped, 24% Ib. pkg. 10 Ibs. 60 
Sole Frozen, fillets 10 Ibs. 40 | Potatoes, White Bag No. 1 300 Ibs. | Vegetables, Mixed 2% Ib. pkg 12% Ibs. 75 









PLEASE CUT ALONG THIS LINE 
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QUICK 

AS YOU 
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Heinz Minute Meals give you exciting chef-recipe dishes! 


READY To SERVE 


BEEF 
STEW 








Les almost magic . . . how quick and easy you can fix deli- 
cious, hearty main dishes that satisfy everyone. 

@ Just open Heinz Chef-Size Minute Meals . . . heat and 
serve. Presto ... without waste... and practically no labor 
cost ... you have meals that really taste wonderful. 

@ Heinz master chefs make sure all 11 varieties are always 
tops in flavor and appearance. They test and approve each 
batch before it leaves the kitchen. 





@ Why not let Heinz take over the cooking of these 11 favor- 
ites for you? Order Heinz Chef-Size Minute Meals on your 
salesman’s next call. 


Macaroni Creole + Chili 
Con Carne «+ Spanish 
Rice « Chicken Stew 
with Dumplings + Beef 
Stew + Chop Suey 
Chicken Noodle Dinner 
Beans with Tomato Sauce 
Beans with Molasses 
Sauce + Beef Goulash 
Spaghetti with Tomato 


Sauce and Cheese 





CHEF-SIZE 
HEINZ MINUTE MEALS 


Know It’s Good Because It’s Heinz! 
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3rd WEEK MIDWEST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 





University 
lowa City 


— prepared by Elizabeth Fox, dietitian, 
Hospitals, State University of iowa, 











’ 





‘wednesday| tuesday | monday 


thursday 


friday 








T 


saturday | 







sunday 


3rd week market order for perishables (per 50 beds) 











(F)}—Full Diet 


i 


breakfast | 


Apricade Juice 

or Pear Half in Syrup 
Oatmeal 

or Puffed Rice Cereal 
Fried Egg 
Toast with Jelly 


Pineapple Juice 

or Shole Apricot 
Ready-to-Eat Wheat 

Flake Cereal 

or Cornmeal 
Bismark 


Apple Juice 
or Broiled Grapefruit 
Half with Cherry 
Rolled Oats Cereal 
or Ready-to-Eat 
Cereal 
Soft Eg, 
Raisin Toast 
Breakfast Cocktail 
or Pineapple Tidbits 
Ready-to-Eat Oats 
Cereal 
or Rice with 
Cinnamon and 
Sugar 
Bacon 
Kolache 


Orange Juice 
or Banana 
Wheat Farina 
or Ready-to-Eat 
Rice Cereal 
French Toast 
with Syrup 


Tangerine Juice 
or Stuffed Baked 


Apple Cornbread with Honey (F) 
Bran Flake Cereal Baked Baby Limas (F) or Stewed Tomatoes (S) 
or Farina Banana and Orange Salad or Olives 


Poached Egg on Toast 


Pear Nectar 
or Stewed Dried 
Fruit Compote 
Malt Meal Cereal 
or Corn Flakes 
Link Sausage 
Blueberry Muffin 








(S)—Soft Diet 





Orange Juice with Mint Garnish 
Broiled Veal Chop with Currant Jelly (FS) 
or Creamed Eggs on Toasted Rounds 


Buttered Noodles (FS) 


Succotash (F) or Frozen Asparagus (S) 
Prune Stuffed with Cream Cheese or Banana-Nut Salad 
Whipped Gelatin with Custard Sauce (S) or Cherry Glace Tart (F) 


Grape Juice-Gingerale Cocktail 
Stuffed Half Pepper or Liver Loaf (FS) 


Baked Potato (FS) 


Creamed Celery or Buttered Carrot Strips (FS) 
Jellied Pear Salad or Pea and Cheese Salad 
Citrus Cups (F) er Bread Pudding with Cinnamon Sauce (S) 


Grapefruit Juice 


Oven Browned Beef Roast (FS) or Ham Loaf with Orange Glaze 


Whipped Potato (FS) 


Whole Kernel Corn (F) or Escalloped Spinach (S) 


Winter Tossed Salad or Mixed Fruit Salad 
Vanilla ice Cream (FS) or Lazy Daisy Cake 


Apricade 


Picnic Ham (F) or Cubed Beef in Sour Cream (S) 


Parslied Buttered Potato (FS) 
Buttered Whole Beets (FS) or Ford Hook Lima Beans 
Horseradish Sauce or Orange and Green Pepper Ring Salad 
Cranberry Jelly Roll (F) or Purple Plums in Syrup (S) 





Cream of Celery Soup 


Broiled Halibut Steak (FS) or Broiled Beef Roll with Tomato Sauce 


Potato Volcanoes (FS) 


Escalloped Turnip (F) or Buttered Peas (S) 
Glazed Pineapple Rings or Egg Halves with Paprika 
Applesauce with Vanilla Wafers (FS) or Marshmaliow Sundae 


Bouillon 







Beef and Cabbage Roll (F) or Broiled Lamb Pattie (S) 


Eggnog ice Cream (FS) or Chocolate Chip Cookies 


Tomato Broth 


Baked Steak (FS) or Crisp Bacon 

Corn Fritters or Escalloped Potato (FS) 
Asparagus (FS) er Buttered Green Beans 
Cinnamon Applesauce or Tangy Ripe Olives 
Gelatin Squares with Whipped Cream (S) or Mincemeat Pie (F) 


BEEF 
Beef, Dried U. S. Good 5 Ibs 
Chuck (Boneless) U. S. Good, Cubed 7 ibs 
Ground Beef U. S. Good, 5 Ib. pkg. 95 Ibs 
Liver Steer, sliced 20 Ibs 
Roast, Sirloin (B.R.T.) U. S. Choice 30 Ibs 
Steaks, Round U. S. Choice, 
4 02. each 20 Ibs. 
LAMB 
Ground, Shoulder U. S. Good 5 Ibs 
PORK 
Bacon (Sliced) 24-26-1 It 12 Ibs 
| Ham (Pullman) Ready -to-eat 10 ibs 
| Ham, Picnic 35 Ibs 
Sausage Links 12-1 Ib 5 Ibs 
VEAL 
Chop, Rib U S. Good, 5 oz. each 25 Ibs 
Leg (B.R.T.) U. S. Good 20 Ibs 
| FISH 
| Halibut Steaks, 5 oz. each 25 Ibs. 
POULTRY 
Grade A, 2% Ib. av 55 Ibs. 


Fryers (Eviscerated) 


(FS) —Full and Soft Diet 


Item, Specifications, Amounts & No. of Servings 


80 
60 


80 


Item, Specifications, Amounts & No. 


Apples 
Avocado 
Bananas 
Grapefruit 
Grapes 
Lemons 
Oranges 
Pears 
Tangerines 


Beets 

Cabbage 
Carrots 

Celery 

Celery 
Cucumbers 
Endive 

Lettuce 
Onions, Dry 
Onions, Green 
Parsley 
Peppers, Green 
Potatoes, Sweet 


FRESH FRUITS 


Jonathan, 113s 
Ripe 

Ripe 
Seediess, 70s 
Emperor 

176s 

Box, 120s 
Crate, 144 


FRESH VEGETABLES 


Topped 

Bag 

Topped, bag 
Pascal, 30s 
White, Relish 
Curly 

Head, 48s 
Yellow, bag 
Bunch 
Bunch 
Hamper 


Bread, butter and a choice of beverages are to 


night 


Chicken-Noodle Soup 
Chilled Salmon Flakes with Lemon Wedge (FS) 
or Dried Beef Pancakes with Cheese Sauce 
Mashed Potato Souffle (FS) 
Frozen Mixed Vegetables (F) or Stewed Tomatoes (S) 
Endive and Green Pepper Salad-——Vinegar Dressing 
or Hard-Cooked Egg Quarters 
Seediess Strawberry Riple Ice Cream (FS) 
or Pineapple Rings in Syrup 





Vegetable Soup 

City Chicken or Broiled Meatball (FS) 

Sweet Potato with Marshmaliow 

Brussels Sprouts (F) or Green Beans (S) 

Cranberry Jelly Rounds or Corn Relish 

Brownie with Marshmallow Topping (F) or Canned Fruit Cup (S) 


Potato Chowder 

Corn Oyster with Bacon er Escalloped Beef on Fluffy Rice (FS) 
Stewed Tomatoes or Buttered Peas (FS) 

Peach-Cottage Cheese Salad or Assorted Pickles 

Lime Whip (FS) or Fresh Winter Pear 





Chicken-Rice Soup 

Stuffed Egg Halves (S) or Hamburger Deluxe on Bun (F) 
Shoestring Potatoes (F) 

Buttered Asparagus Tips (FS) er Green Beans 

Celery Hearts or Frozen Applesauce Salad with Mint Garnish 
Coffee ice Cream (FS) or English Tea Ring—Jelly 







Blended Juice 

Baked Lunch Loaf with Pineapple Ring 
or Welsh Rarebit with or without Bacon Strip (S) on Rye Toast (F) 

Baked Potato (S) with Parsley Butter (F) 

Buttered Broccoli (F) or Lemon Beets (S) 

Pear and Strawberry Gelatin Salad or Head Lettu 

Chiffon Cake (FS) or Date-Nut Pudding 





e with Dressing 








Cranberry Juice Cocktail 
Weiner Schnitzel (F) 

or Baked Red Salmon Croquette with Parsley Sauce (S) 
Buttered Noodles (S) with Poppyseed (F) 
Buttered Carrot Rounds (FS) or Escalloped Spinach 
Cottage Cheese-Grape Jelly Salad or Grapefruit-Avocad 
Peppermint Candy Tapioca Pudding (FS) 

or Frosted Emperor Grapes with Mint Sprig 


Salad 


Hot Fruit Punch with Lemon Ring 

Broiled Quarter Spring Chicken (FS) or Meat Loaf with Piquant Sauce 
Mashed Potatoes (FS) 

Buttered Fresh Cauliflower or Baked Acorn Squash (FS) 

Shredded Celery Cabbage with Lemon Dressing or Stuffed Peach Salad 
iced Tangerine Sections (F) or Assorted Cheese and Crackers (S) 


PLEASE CUT ALONG THIS LINE 












be included with each meal 





of Servings 





of Servings | item, Specifications, Amounts & No. 





Potatoes, White Bag No. 1 300 Ibs 
2 boxes Radishes Bunch 1 doz 
4 only Squash, Acorn 25 Ibs 
40 Ibs Tomatoes Repacked (5 x 6) 1 lug (30 Ibs.) 
1 box Turnips, White Topped 25 Ibs 
devs FROZEN FRUITS 
i Gee Cherries 5-1 Sugar, pitted 
1 box 8 Ib. can 24 Ibs 
10 Ibs. Orange Juice Con., 32 oz. can 6 cans 
20 Ibs Orange and Grapefruit 
Sections Gallon, fresh and chilled 3 gal 
30 Ibs FROZEN VEGETABLES 
50 Ibs Asparagus Spears, 24% Ib. pkg. 27% Ibs. 165 
Beans, Green Cuts, 2% Ib. pkg 7% ibs. 45 
50 Ibs ‘ - 
rm Beans, Lima Small, green, 24% Ib 
2 stalks oke 2% Ibs. 15 
6 stalks Beans, Ford Hook 2% Ib. pkg 15 ibs. 90 
1 doz Broccoli Stems and buds 
8 heads 2 Ib. pkg 10 Ibs. 60 
2 crates Brussels Sprouts 2% |b. pkg 10 Ibs. 60 ' 
50 Ibs Cauliflower Buds, 2% Ib. pkg 2% Ibs. 15 | 
1 doz Peas 2% Ib. pkg 12% ibs. 75 
1 doz Spinach Chopped, 2% Ib. pkg 5 ibs. 30 : 
1% doz Succotash 2% Ib. pkg 15 ibs. 90 
50 Ibs. Vegetables, Mixed 2% Ib. pkg 10 ibs. 60 t 












CYCLE MENU PAGES ARE 





PERFORATED FOR EASY REMOVAL 
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PLEASE CUT ALONG THIS LINE 


hook neviews 


Recent additions 


to the American Hospital Association library 


ALGUNAS IDEIAS GERAIS SOBRE ORrR- 
GANIZACAO E ADMINISTRACAO Hos- 
PITALAR. Joaquim Jose de Paiva 
Correa. Lisbon, 1958. 396 pp. 

ANALYSIS OF BLUE CROSS PUBLIC 
HEARINGS. American Hospital As- 
sociation. Blue Cross Commission 
Chicago, 1958. 38 pp. 

AREA MANPOWER GUIDEBOOK: 174 
METROPOLITAN LABOR MARKET 
AREA. U.S. Bureau of Employment 
Security. Washington, Government 
Printing Office, 1957. 348 pp. $1.75 

3aSIC NURSING EDUCATION “lorence 
Nightingale International Founda- 
tion. London, International Coun- 
cil of Nurses, 1958. 144 pp. $3.75 

BIBLIOTHERAPY IN HOSPITALS; AN AN- 
NOTATED BIBLIOGRAPHY, 1900-1957. 
U.S. Veterans Administration. 
Washington, 1957. 46 pp. 

CARE OF THE PATIENT IN SURGERY, 
INCLUDING TECHNIQUES. 3d ed. 
Edythe L. lexander. St. Louis, 
Mosby, 1958. 840 pp. $12.75 

CENTRAL ADMINISTRATION IN BRITAIN 
W. J. M. Mackenzie and J. W 
Grove. London, Green and Co., 
1957. 487 pp. $4.80. 

CHANGING POPULATION OF THE UNITED 
STATES. Conrad Taeuber and Irene 
B. Taeuber. New York, Wiley, 
1958. 357 pp. $7.75 

CRITERIA FOR THE EVALUATION OF 
EDUCATIONAL PROGRAMS IN NURS- 
ING LEADING TO A DIPLOMA. Na- 
tional League for Nursing. New 
York, 1958. 32 pp. $1. 

CUMULATIVE LIsT . ORGANIZATIONS 
DESCRIBED IN SECTION 170 (C) OF 
THE INTERNAL REVENUE CODE OF 
1954. U.S. Internal Revenue Serv- 
ice. Washington, Government 
Printing Office, 1958. 282 pp. $1.75. 

DYNAMICS OF INTERVIEWING. Robert 
L. Kahn and Charles F. Cannell 
New York, Wiley, 1957. 368 pp 
$7.75. 

EFFECT OF NuRSE STAFFING ON SATIS- 
FACTIONS WITH NURSING CARE 
Faye G. Abdellah and Eugene 
Levine. American Hospital Asso- 
ciation, Chicago, 1958. 82 pp. $2.50 

EFFECTS OF A THREATENING RUMOR 
ON A DISASTER-STRICKEN COMMU- 
NITY. Elliott R. Danzig. Washing- 
ton, National Academy of Sciences 

National Research Council, 1958. 
$2. 

FEDERAL ITEM IDENTIFICATION GUIDES 
FOR SUPPLY CATALOGING. rev. ed 
U.S. Office of the Assistant Secre- 
tary of Defense. Washington, Gov- 
ernment Printing Office, 1958. 1539 
pp. $13. 

First TEN YEARS OF THE WORLD 
HEALTH ORGANIZATION World 
Health Organization. Geneva, 1958. 
538 pp. $5. 

GENUINE GOODWILL. Oklahoma Blue 
Cross Plan. Tulsa, 1958. 

GRASS RooTS PRIVATE WELFARE, 
Foundation for Voluntary Wel- 
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fare. New York, New York Uni- 
versity Press, 1958. 308 pp. $4.75. 

HEALTH INSURANCE AND NURSING 
HoME Care. Health Insur: 
sociation of America. New 
1958. 41 pp. 

HOME CARE AND HOUSING 
THE AGED. Joh : 

Associates Al 
State Division 
56 pp 

I WENT TO THE HOSPITAI 
mons Ithaca N.Y 
County Memorial Ho 
25 cents 

INTERDISCIPLINARY TEAM 
Margaret E. Luszki ; I 
Published for the National Train 
ing Laboratories by New York 
University Press, 1958. 355 pp. $6 

INTERNATIONAL SEMINARS ON HOSPI- 
TAL ARCHITECTURE AND TECHNIQUE 
First seminar. International Hos- 
pital Federation. Internati 
Union of Architects. Genev 
2 volumes. $13 

KNow Your CONGRESS. Capi 
lishers, Inc. Washington 
pp . 

LEGAI YSTRUMENTS OF FOUNDATION 

on Andrews J 
ll Sage Founda 
yp. $4.50 
STUDY OF CONSUMER EX! 
TURES 4 BACKGROUND FOR 
KETING DECISIONS New 
Time, Inc., 1957. volume 1 

MEASUREMENTS OF LEVELS OF HEALTH 
World Health Organization. Ge- 
neva, 1957. 29 pp. 30 cents 

Mepico-Mora! PROBLEM Ger 
Kelly. St. Louis, Catholic Hos} 
Association, 1958. 375 pp. $3 

MEMORANDUM ON HOSPITAL LAUNDRY 
ARRANGEMENTS. Royal College of 
Nursing. London, 1957. 16 pp. Is 
3d. 

MEMORANDUM . . ON THE WELFARE 
OF CHILDREN IN HOspPITAL. Royal 
College of Nursing. London, 1957 
29 pp. 2s 

OBSERVATIONS AND OBJECTIVES A 
STATEMENT ON NURSIN POLICY 
Royal College of Nursing. London 
1956. 26 pp. 2s. 

ORIGIN AND PROGRAM OF THE U.S 
NATIONAL HEALTH Survey. U.S 
National Health Survey. Washing- 
ton, Government Printing Office, 
1958. 36 pp. 25 cents 

OurR MANPOWER FuTuRE, 1955-65: 
POPULATION TRENDS—THEIR MAN- 
POWER IMPLICATIONS. U.S. Dept. of 
Labor. Washington, Government 
Printing Office, 1957. 30 cents. 

PERENNIALLY YOURS, PROBIE. Jo 
Brown. New York, Springer Pub 
Co., 1958. $2.50 

PERSONAL, IMPERSONAL, AND INTER- 
PERSONAL RELATIONS: A GUIDE FOR 
Nurses. Genevieve Burton. New 
York, Springer Pub. Co., 1958 
230 pp. $2.75. 


PLANNING, PREPARIN(¢ AND 
EMPLOYEE HANDBOOK I 
j Dartnell Corpora 
1958. $12.50. 
ING. Dorothy K. Ra- 
Jen 


r 
i 


ON NUMBER OF 

UNITED STATE 
l.S. National 

hington, Gov- 
Office, 1958. 32 
PRELIMINAI REPORT ON VOLUME OF 
DENTAL CARE, UNITED STATES, 
JULY-SEPT., 1957. Washington, 
Government Printing Office, 1958 
2 cents 

PRELIMINARY REPORT ON VOLUME OF 
PHYSICIAN VISITS, UNITED STATES, 
JULY- I 1957. Washington, 
Government Printin ffic 1958 


95 9 +4 
I 22 Cents 


pp. 75 cents 

‘istIr TO HOSPITALS IN 
STATES AND CANADA, 
May, 1956. London, 
Hospital Federation, 


REPORT . THE CONTROI OF 
DANGEROL POISONS IN HOSPITA 
Gre rital! ‘ 5 of 
Lon 

1958 

RoyAL EYE HOspPITA., 1 
nold Sorsby. London, 
ls.6d 

ROYAL JUBILEE HOSPITAL, 

B.C., 1858-1958. Herb 
phy. Victoria, B 

ing Co. Ltd., 195 

SAMPLING OPINIONS; AN 
SURVEY PROCEDURE 
Stephan and Philip 
New York, Wiley, 
$12. 

STATEWIDE SURVEY OF 
SOURCES IN TENNESSEE 
to Make a Statewide 
Nursing in Tennessee 
1957. 16 pp 

SURVEY OF HEALTH SERVICES AND 

FACILITIES IN THE CANAL ZONE 

Isidore S. Falk. Stonington, Conn., 

1958. 264 pp. 


(Continued on page 118) 




















@ H. E. Appleyard, M.D., has been ap- 
pointed director of the Hamilton 
(Ontario) General Hospitals. He 
was formerly superintendent of 
Regina (Saskatchewan) General 
Hospital. Dr. Appleyard succeeds 
J. B. Nielson, M.D., who has been 
named a commissioner of the On- 
tario Hospitals Commission. Dr. 
Appleyard is a graduate of the 
Columbia University program in 
hospital administration. 


@ Joseph G. Bertolami has been ap- 
pointed assistant to the director 
of hospitals for metropolitan Dade 
County, Miami, Fla. He was for- 
merly assistant comptroller of 
Jackson Memorial Hospital, Miami. 
Mr. Bertolami is a graduate of the 
Columbia University program in 
hospital administration 


@ Robert M. Birke has been appointed 
administrator of Fairfield County 
Memorial Hospital, Winnsboro, 


S.C. He was formerly administra- 
tive resident at Charlotte (N.C.) 
Memorial Hospital. 


fersonnel changes 


@ Mother M. Callista has been ap- 
pointed administrator of Sacred 
Heart Hospital, Manchester, N.H. 
She was formerly superior at Mt. 
St. Mary College, Hooksett, N.H. 
Mother M. Callista succeeds 
Mother M. Constance, who has been 
named superior of the mother 
house of the Sisters of Mercy in 
Manchester. 

Marcel J. U. Letendre has been ap- 
pointed assistant administrator of 
Sacred Heart Hospital. He was 
formerly director of nursing serv- 
ice at the hospital. Mr. Letendre 
is a graduate of the Northwestern 
University program in hospital ad- 
ministration. 


@ Turner Camp, M.D., has been ap- 
pointed to direct the operations 
of Veterans Administration out- 
patient clinics throughout the 
country. He was formerly chief 
medical officer of the VA _ out- 
patient clinic in Los Angeles. Dr. 
Camp succeeds Arthur J. Klippen, 
M.D., who has been appointed VA 
director of hospitals. 


@ irvin J. Cohen, M.D., has been ap- 
pointed to the newly created posi- 
tion of deputy to the Veterans Ad- 
ministration assistant chief medical 
director for professional services. 
He was formerly director of hos- 
pitals and clinics for VA in Wash- 
ington. 


@ Arel B. Cook has been appointed 
associate administrator for the hos- 
pitals operated by the Franciscan 
Sisters of the Immaculate Concep- 
tion. Mr. Cook, whose office is lo- 
cated at St. Gabriel’s Hospital, 
Little Falls, Minn., will travel 
among the order’s 12 hospitals lo- 
cated in Minnesota and Wisconsin 
@ William L. Crosley has been ap- 
pointed administrator of Nashville 
(Tenn.) General Hospital. He was 
formerly acting administrator of 
the hospital. 


@ Horace B. Cupp, M.D., has been ap- 
pointed deputy for operations of 
Veterans Administration hospitals, 
outpatient clinics, and homes; hi 








What opportunities exist for Negroes in 


medicine? 


How well qualified are Negro applicants 


to medical schools? 


What is the status of medical care pro- 
vided for Negroes? by Negroes? 








How much integration is there in medicine 


in major United States cities—North and 


South? 


What are the factors which block or facili- 





READ 


tate integration in the field of medicine? 
What are the trends in integration? 


NEGROES AND MEDICINE 





Mo., Atlanta, New Orleans and Nashville 


by Dietrich C. Reitzes 


] ITH information obtained from more than 80 medical colleges and 14 major cities 
York, Boston, Chicago, Gary, Detroit, Indianapolis, Los Angeles. Washington, D. C., St. Louis, Kansas City, 
this book provides the first thorough analysis ever made of Negroes 
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office is in Washington, D.C. He 
was formerly director of the VA 
area medical office in Atlanta. Dr. 
Cupp succeeds Linus A. Zink, M.D., 
who was appointed VA assistant 
chief ‘medical director for opera- 
tions in March. 


@ E. Thomas DeHaven has been ap- 
pointed administrator of Albert 
Schweitzer Memorial Hospital, 
Haiti. He is a graduate of the Med- 
ical College of Virginia course in 
hospital administration. 


MR. DeHAVEN MR. LAMB 

@ Lester L. Lamb has been appointed 
administrator of Hampshire Me- 
morial Hospital, Romney, W. Va 
Mr. Lamb is a graduate of the 
Medical College of Virginia pro- 
gram in hospital administration. 
@ Franklin C. Fetter, M.D., has been 
appointed director of medical edu- 
cation at Presbyterian Hospital, 
Philadelphia. He was formerly 
medical director of Philadelphia 
General Hospital. 


@ Carroll W. Ogren has been ap- 
pointed assistant administrator of 
Washoe Medical Center, Reno, 
Nev. He is a graduate of the Wash- 
ington University program in hos- 
pital administration. 


@ John V. O'Meara has 
administrator of River- 
side Community Memorial Hos- 
pital, Waupaca, Wis. He is a 
graduate of the Northwestern 
University program in_ hospital 
administration 


been ap- 
pointed 


@ Edwin J. Robinson has been ap- 
pointed assistant director of New- 
ton-Wellesley Hospital, Newton 
Lower Falls, Mass. He was for- 
merly assistant director of Brock- 
ton (Mass.) Hospital. 


@ George R. Rollo has been ap- 
pointed administrator of Mon- 
mouth (Ill.) Hospital. He was for- 
merly administrator of Marshall 
Browning Hospital, DuQuoin, II. 


@ Jack W. Rue has been appointed 
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administrator of Hot Spring 
County Memorial Hospital, Mal- 
vern, Ark. He was formerly ad- 
ministrator of McCurtain Memo- 
rial Hospital, Idabel, Okla. 


@ Sister M. Almarita, $.S.C., has been 
appointed assistant administrator 
of Holy Cross Hospital, Chicago 
She is a graduate of the St. Louis 
University program in_ hospital 
administration 


@ Sister M. Annora O.S.B., 
has been appointed administrato1 


(Saver), 


of St. Cloud (Minn.) Hospital. 
She was formerly assistant admin- 
istrator of the hospital. 


@ Sister Rose, F.C.S.P., has been ap- 
pointed administrator of Lewis 
Memorial Maternity Hospital, Chi- 
cago. She was formerly adminis- 
trator of St. Elizabeth Hospital, 
Yakima, Wash. Sister Rose suc- 
ceeds Sister Marguerite de Montmartre, 
F.C.S.P., who is awaiting appoint- 
ment to a new post at the mother 
house of the Sisters of Charity of 
Providence in Montreal. 





Home Office: 

53 North Park Avenue 
Rockville Centre, New York 
Rockville Centre 6-0177 


Western Division: 
101 Jones Building 
Seattle, Washington 
Mutual 2-3691 


Diagnosis Before Treatment 


Survey Before Fund Raising 


Good rules for your persona 
health and your hospital's 


financial health. 


Especiall y when conducted by experts. 


LAWSON ASSOCIATES. ... 


Central Division: 
3545 Lindell Boulevard 
St. Louis, Missouri 
Jefferson 5-6022 


Southwest Division: 
400 Montgomery Street 
San Francisco, California 


Y l kon 2-8342 


North Central Division: 
24 North Wabash Avenue 
Chicago 2, Illinois 
Telephone: Financial 6-4504 
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For Sale 





Positions 





HOSPITALS, Journal of the American Hospital Association 
18 E. Division St., Chicago 10, Illinois 


Please schedule the following advertisement for the 


under the following heading: 






issue(s) of HOSPITALS 





(Date of Publication) 





Instruction Positions Wanted 





Open Services asc scnisieucseea 

















[] Bill the Hospital 











[] Check or Money Order Enclosed 
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THE LAW IN BRIEF 








Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Strikes Against Hospitals 


There have been strikes against hospitals, and yet, 
the question is often asked, “can hospital employees 
strike a hospital?” The answer depends upon state 
law. It is generally accepted that the courts have the 
power to enjoin a strike against any governmental 
hospital, and in most instances, against a voluntary 
hospital if the public may be harmed by disruption 
of hospital services. 

A committee of the Washington State Senate re- 
quested an opinion of the state’s attorney general 
to assist in drafting labor legislation. The reply, AGO 
57-58 No. 198, June 5, 1958, gives an enlightening 
survey of the law affecting strikes in hospitals. 


ATTORNEY GENERAL'S OPINION 


The right to strike is not absolute, although it is 
considered a fundamental human liberty. It may be 
abridged in the face of a grave and immediate threat 
to the community. Strikes in hospitals have been de- 
clared by some courts to constitute such a grave and 
immediate danger. 

In Minnesota it has been held that strikes in cer- 
tain enterprises are contrary to the public welfare 
and may be prohibited by the legislature, but a sub- 
stitute, such as compulsory arbitration, must be pro- 
vided in order to meet the constitutional requirement 
of due process. New York, on the other hand, makes 
no provision for arbitration. The attorney general 
of Washington thinks it might be necessary to pro- 
vide a substitute for strikes to stay within the 
state and federal constitutions. 

Employees of the state, its subdivisions, or of a 
municipal corporation, commonly do not enjoy a right 
to strike. Personnel of public hospitals would not be 
entitled to alternate procedures and the legislature 
need not provide for them. 


COMPULSORY ARBITRATION 


Compulsory arbitration has been approved by the 
courts only if the industry concerned is affected with 
vital public interest, health or safety. The hospital 
field is such an industry. The legislature must pro- 
vide sufficient standards to guide the arbitrators in 
determining disputes, however, or the law may be 
unconstitutional. The arbitrators may not be given 
a free hand. They must be confined by the statute to 
certain kinds of recommendations for solution of 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems For advice on such problems a hospital should 


consult a member of the local bor. 
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labor disputes affecting vital industries. Otherwise 
the legislature will have delegated its lawmaking 
function, which it cannot do. 

Washington State has no hospital labor legislation 
as yet. Fourteen other states and territories have labor 
relations laws, but only a few apply them to voluntary 
hospitals. In most states a strike against a hospital 
would be outside the jurisdiction of federal or state 
labor relations agencies, and the parties to the strike 
would have to work out a solution for themselves, Of 
course, the hospital might be able to obtain an in- 
junction from the local court, or public officials might 
volunteer to help settle the dispute in the interest of 


public welfare. 
COLLECTIVE BARGAINING 


The attorney general of Washington has written 
an opinion concluding that public hospital districts 
in that state may enter into collective bargaining 
contracts. AGO 57-58 No. 184. Specfically, he stated 
that the commissioners of a public hospital district, 
who are responsible for operating a public general 
hospital, may negotiate a ‘Collective Employment 
Agreement” with the Washington State Nurses Asso- 
ciation since the commissioners are empowered by 
statute to make contracts and hire employees. The 
contract must not divest final hiring authority from 
he commissioners, howevel! 

This position, while prevailing in Washington 
State, is a minority view not accepted in most states. 
The general rule is that public authorities may not 
negotiate collective bargaining agreements or recog- 
nize exclusive bargaining agents. 

{The American Hospital Association has published 
Hospitals and Employee Groups, a pamphlet on labor 
relations in hospitals. Copies are available from the 


Association at 50 cents each.] 
Psychiatric Patients 


In the day to day operation of a general hospital, it 
can be expected that some patients may be comatose, 
others delirious, and occasionally one may have sui- 
cidal tendencies. The general hospital is not usually 
equipped to treat mentally disturbed patients but, 
nevertheless, periodically admits such persons. The 
legal aspects of this situation are worth considering 

Initially, attention must be called to the fact that 
in a number of states suits brought against voluntary 
or governmental hospitals are futile since injuries 
occasioned by patients, like other injuries due to 
negligence of hospital personnel, are not actionable. 
In many states, however, there is no hospital immu- 
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nity and damages suffered by a psychiatric patient 
could result in a judgment. The following discussion 
applies only to those states and hospitals where chari- 
table immunity does not prevail, that is, where hos- 
pitals are liable for negligence. 

STANDARD OF CARE 

The standard of care which a hospital owes to a 
patient is related to his known condition, There is 
usually no liability for failing to protect against 
harmful behavior of a patient if irrational conduct 
could not reasonably have been foreseen. Lawsuits 
often hinge upon the question of prior knowledge of 
a patient’s condition and the measures which reason- 
able and prudent hospital personnel might be expected 
to take in such a situation. If suicidal tendencies are 
known, or attempts to escape are anticipated, failure 
to confine the patient may result in liability for the 
hospital. 

There have been judgments against institutions for 
allowing an incompetent to roam the city where he 
met his death under a train, for permitting an irra- 
tional patient to be unattended and near an unfas- 
tened window, and for allowing a mental patient to 
walk near street traffic so that the attendant could 
not stop him from throwing himself under a car. 
Contrarily, two Minnesota cases indicate when a gen- 
eral hospital is not liable for the suicide of a patient. 


GENERAL HOSPITALS 
Swedish Hospital, 89 N.W. 2d 162 


Clements v. 











(1958) involved a patient who was admitted for 
treatment after an auto accident. During her hospi- 
tal stay she exhibited some irrational behavior, but 
subsequently appeared to be normal. Just prior to 
scheduled discharge date she jumped through a win- 
dow and was fatally injured, The Supreme Court of 
Minnesota approved the trial court’s decision to keep 
the case from going to the jury. There was insufficient 
evidence of negligence on the part of the hospital. 
The court pointed out that: 

—The hospital was not equipped with portable 

window bars or cages to restrain mental] patients 

and the medical staff was aware of this. 

—Hospital personnel carry out the attending phy- 

sician’s orders; where the doctor is aware of sui- 

cidal tendencies, he is expected to arrange trans- 
fer of the patient to a mental hospital. 

—Personnel in a general hospital do not restrain 

patients unless ordered to do so by the patient’s 

doctor, except in extreme emergency. 

—There was no indication of self-destructive in- 

tent in this case to warn the attendants that re- 

straint was needed. 

The court referred to Mesedahl v. St. Luke’s Hos- 
pital Assn., 194 Minn. 198, 259 N.W. 819, an earlier 
Minnesota case where the patient had broken the 
glass to jump out of a window. He had been admitted 
because of a nervous condition, had shown signs of 
irrational speech, and had a “wild glare” in his eyes. 
Although his physicians were aware of these condi- 
tions, they ordered no restraints. The hospital wa 
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This modern, electronically-controlled and 
hydraulically-operated apparatus provides 
smooth, even, steady or intermittent traction 
. . . And only TRACTIONAID automatically 
compensates for patient’s movement — up to 
a full 18 inches! Exact, prescribed traction of 
from 0 to 100 pounds may be pre-set. 
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absolved of responsibility by the court since there 
was no clear emergency, the doctors were aware of 
the charted notations of the patient’s condition and 
did not request confinement, and the hospital was not 
equipped to handle mental patients. 

A number of general hospitals contemplate open- 
ing psychiatric units. In such areas of the hospital the 
standard of care is likely to be that applicable to a 
mental hospital and not the criterion for a general 
hospital. In a psychiatric unit availability of neces- 
sary restraints and safeguards would be expected; 
personhel would be assumed competent to detect very 
irregular conduct which may signal irrational or sui- 
cidal behavior and would be expected to take action 
even prior to receiving a doctor’s orders. 


Medical Staff and Surgical Privileges 


Access to a hospital is imperative for most prac- 
ticing physicians. Hence, restriction of medical staff 
privileges has given rise to litigation in many juris- 
dictions. Two recent cases involve the right of a mem- 
ber of the emeritus staff to a formal hearing prior to 
termination of his privileges, and the right of a phy- 
sician to perform major surgery in a county hospital 

In Joseph v. Passaic Hospital Association, 141 A 2d 
18 (N.J., 1958) the plaintiff physician, upon reaching 
age 65, automatically became a member of the 
“emeritus staff.” Subsequently he was not reap- 
pointed, thus terminating privileges which had been 


extended for more than 30 vears at the same hos- 
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Write for price list on our full line of hypodermic syringes 
and needles and other hospital equipment 


pital. The doctor was not given a hearing before the 
board of governors of the hospital. Whether he wa 
entitled to a hearing required interpretation of thi 
constitution and bylaws of the institution. 

The New Jersey Supreme Court determined that 
the emeritus staff was a component of the hospital 
medical staff. The medical staff bylaws had provided 
‘Before a man fails of reappointment, he shall be 
given an opportunity to be heard by the board of 
governors if he so desires.” This hearing, said the 
court, is of the essence of » bylaws. Therefore, the 
action taken by the board in not reappointing the 
plaintiff to emeritus aff status was a nullity in 
absence of a formal hearing upon prior notice. A 
hearing before the joint conference committee did 
not satisfy the bylaw requirement as long as the 
physician requested a hearing before the board 
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Flemming’s First Press Meeting 


New Social Security, Child Welfare, 
Public Assistance Laws Put in Force 


Arthur S. Flemming, secretary of Health, Educa- 
tion, and Welfare, held his first press conference as 
secretary on Sept. 10. Discussion centered mostly on 
plans for carrying out the National Defense Educa- 
tion Act. Health highlights of the Flemming news 
conference: 

Social Security Amendments—-Three thousand addi- 
tional employees will be hired to receive and process 
claims and benefits under the new social security 
amendments. Increased checks to disabled persons 
have already been mailed. On Nov. 3 notice will be 
given to 220,000 persons receiving disability insur- 
ance benefits that they are eligible to apply for pay- 
ments for their dependents under the law. 

Child Welfare Amendments—Secretary Fiemming plans 
a meeting in Washington Oct. 2 with state public 
welfare administrators to plan steps for putting intc 
effect the new child welfare provisions of the new 
social security amendments. A _ principal change 
makes grants available for welfare services for chil- 
dren in urban areas as well as in rural areas. 

Public Assistance Amendments—A meeting of state 
public assistance administrators is scheduled for 
Sept. 30 to discuss the technical aspects of carrying 
out the provisions of the public assistance programs 
under the revised formulas required by the social 
security amendments of 1958. This meeting would 
precede an Oct. 1-3 conference of administrators of 
state public assistance and child welfare programs. 

Under the new amendments, the government will 
continue to provide $24 of the first $30 per month 
paid to aged, blind, and disabled persons, and $14 
of the first $17 per month paid for aid to dependent 
children. Above these amounts, the federal share 
takes into account the per capita income of the states 
and ranges among states from 50 to 65 per cent for 
each program. The maximum amounts in which the 
federal government shares will now be based on the 
average amounts paid to recipients in each of the 
four groups in a state, rather than on individual 
payments. The new maximums in which the federal 
government will share are $65 per person per month 
for aged, blind and disabled persons, and $30 per 
person per month for recipients of aid to dependent 
children. 

Secretary Flemming announced that he has asked 
Governor William G. Stratton (R-Ill.) and Gover- 
nor LeRoy Collins (D-Fla.) to serve on advisory 
councils which will review the entire public assist- 
ance programs. 

White House Conference on Aging—Plans for the White 
House Conference on the Aging have been set in 
motion. The HEW special staff on aging will soon 
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begin compiling information and preparing materials 
to assist states and communities in planning and con- 
ducting local studies and conferences. 

Secretary Flemming announced he had not 
given consideration to appointments on the special 
advisory committee which will direct the over-all 
plan of the White House Conference. 

Commenting on the Stanhope Bane-Jones Medical 
Research report to former Secretary Folsom, Secre- 
tary Flemming said he was convinced action should 
be taken to carry out objectives recommended in 
the report. It was too early, he explained, for any 


yet 


firm decisions on how much or how little of the re- 
port’s recommendations would be accepted in detail 
He said, “I do not intend to have the report gather 
dust on a shelf.” 

The significance of Secretary Flemming’s support 
for the Bane-Jones report is that it recommends a 
federal expenditure for medical research of more 
than $500 million by 1970. It also recommends that 
a minimum of 14 and as many as 20 new medical 
schools be constructed by 1970. 

Food Additives Amendment—The Food and Drug Ad- 
ministration has already begun recruiting scientific 
personnel for carrying out new requirements of the 
expanded federal Food, Drug, and Cosmetic Act 

A statement prepared by Secretary Flemming’s 
staff explained that any petitions relating to the 
additives amendment would be processed immedi- 
ately by FDA. One hundred and eighty days after en- 
actment, FDA will begin taking court actions against 
any new food additives not cleared for safety as re- 
quired by law. Plans call for consultations with in- 
dustry about the status of particular additives. 


More Limitations on ‘Medicare’ 


A warning that the civilian side of “medicare” may 
be cut off early in 1959 was given by Col. Floyd L 
Wergeland, new director of the Office for Dependents’ 
Medical Care. Speaking before a joint conference of 
army surgeons and military hospital commanders, 
he said: “as previously stated, funds have been ap- 
propriated by the Congress in the amount of $71.9 
million for fiscal year 1959. Since the cost of the 
civilian program for fiscal year 1959, under the plan 
outlined, amounts to approximately $80 million, I 
would be remiss if I did not point out that unless 
additional funds are made available for program 
operations during fiscal year 1959, further limita- 
tions in care will be required.” 

Maj. Gen. Paul I. Robinson, former director of the 
program, said that one solution to the shortage of 
funds for civilian “medicare” could be found in Con- 
gress after it convenes Jan. 7. Some ODMC officials 
believe that the new restrictions on civilian benefits 
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Aerial view of the modern 700-bed Indianapolis General Hospital. In use 
throughout the hospital are 18 SCOTSMAN Super Fiaker auto 


machines—one in the main kitchen, one in the staff cafeteria and the 


remaining 16 in each of the ward kitchens 


Indianapolis General Hospital uses 
a Modern SCOTSMAWN ICE System! 


@ Almost 10,000 Ibs. of crushed ice per day...that’s best machine available for the money the hospital had 
the total ice-making capacity of the SCOTSMAN Ice to spend 

System now in use at the Indianapolis General Hos- Many other 
pital. 18 ScorsMAN Super Flakers in convenient small—now employ 
! ScoTsMan System for their ice supply 
System saves you time, work and money by placing a 


leading hospitals—both large and 
the modern and economical 
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dozens Of ways a pure, low-cost supply of SCOTSMAN actually needed, right where the ice 
ice can help YOU! Thus, this modern System eliminates hauling ice from 
SHOWN BELOw, for example, are just a few good 
ways that this modern and versatile ice is used at 
Indianapolis General. You will, of course, know of on ice, wouldn’t you, too, 
supply of pure, low-cost ice at your service? If so, 
And here’s something else we want you to know now is the time to get the full facts about SCOTSMAN 
why Indianapolis General chose SCOTSMAN: becaus America’s only complete | ‘automatic ice machines 


examination by hospital authorities showed it was the designed and priced for every hospital need! 


Super Flaker or Super Cuber, of the capacity that’s 
itself is needed. 


floor to floor from a huge and costly central ice plant. 
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under the program will result in pressure on Congress 
to relax its stringent views on appropriating operat- 
ing funds. (Also see story beginning on page 107.) 

Col. Wergeland Succeeds Robinson at ‘Medicare'—Gen. 
Robinson, has 
retired from the 
Army and has 
been named co- 
ordinator of 
medical rela- 
tions for the 
Metropolitan 
Life Insurance 
Co. 

Gen. Robin- 
son has been 
succeeded by 
Col. Wergeland, MC, formerly assistant to the “medi- 
care” chief. Col. Wergeland was chief of the Person- 
nel Division in the office of the Army surgeon general 
from February 1957 to its reorganization this May. 
He entered the Army Medical Service in 1933. 


Study of Health 





GEN. ROBINSON 


COL. WERGELAND 


International S 


An inconspicuous yet important bill was signed 
into law just before Congress adjourned. This law 
authorizes a $30,000 study by the Senate Operations 
Committee of all international activities of federal 
agencies concerned with world-wide health matters. 

Sen. Hubert Humphrey (D-Minn.) said he intro- 
duced the bill because there was a need for co- 





ordinating the “mushrooming” of United States ac- 
tivities in the international health field. The special 
investigating committee is directed to report its find- 
ings and recommendations for legislation to the 
Senate no later than Jan. 31, 1959. 

International health programs to be evaluated in- 
clude those conducted by the Department of State, 
International Cooperation Administration, HEW, 
National Science Foundation, and all federal agencies 
that have contracts with nongovernmental organiza- 


tions. 


National Library of Medicine 

Architectural drawings have been approved for the 
new $7.3 million National Library of Medicine au- 
thorized by Congress. Final plans are scheduled for 
completion in December, with construction to begin 
next spring. 

The Senate has confirmed President Eisenhower’s 
nomination of Dr. William B. Beane and Dr. William 
W. Stadel as members of the board of regents of the 
libvary for terms expiring in 1961. 

Dr. Beane is professor of medicine and head of the 
department of internal medicine at the State Uni- 
versity of Iowa. Dr. Stadel, director of San Diego 
County Department of Medical Institutions, has been 
engaged in hospital administration since 1940. These 
appointments will fill vacancies created by the ex- 
piration of terms of Dr. Worth B. Daniels, Washing- 
ton, D.C., and Dr. Benjamin Spector, Boston 
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ONLY CIVILIAN HOSPITALS AFFECTED— 





‘Medicare’ Changes Reflect Budget Cut 


Changes reflecting congressional cuts in appropriations for hospital- 


medical care, in civilian hospitals, 


of dependents of members of the 


uniformed services have been announced by the Office for Dependents’ 
Medical Care. The changes are effective Oct. 1. 


Spouses and children who do not live with their sponsor (the 


ber of the uniformed services 
whose relationship to the depend- 
ent makes the dependent eligible 
under the program) are permitted 
to use either uniformed srvices 
medical facilities or civilian medi- 
cal sources for care authorized un- 
der the program, Major General 
Paul I. Robinson, then executive 
director of the Office for Depend- 
ents’ Medical stated. (See 
story p. 104.) 

It was emphasized 
“medicare” cuts pertain only to 
civilian hospitals; the hospital 
medical services which were avail- 


Care, 


that the 


able to “medicare” beneficiaries be- 
fore Oct. 1 in both civilian and 
military hospitals are still avail- 
able in military hospitals to eligi- 
ble dependents 

Notification by the dependent 
on DA Form 1863 that the de- 
pendent is not living with the 
sponsor is enough information to 
make the dependent eligible for 
care in a civilian facility, if the 
dependent is otherwise eligible 
and if the “person or entity pro- 
viding the care has no actual 
knowledge to the contrary.” 


PERMIT REQUIRED 


Spouses and children who reside 
with their sponsor, the _ office 
stated, ‘“‘will be required to utilize 
uniformed services medical facili- 
ties if available and adequate as 
determined by the commander of 
the medical facility. When uni- 
formed services medical facilities 
are not available, a permit will be 
furnished such dependents by the 
appropriate commander. This per- 
mit will entitle them to receive 
authorized care from civilian 
sources at government expense if 
such care is authorized under Pub- 
lic Law 569 and the Joint Direc- 
tive, as amended.” The permit al- 
lows for care in civilian hospitals; 
in civilian hospitals, even with the 
permit, dependents are entitled 
only to such care as authorized un- 
der the revised program. 
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nem- 
A copy of the permit must be 
attached to the hospital’s 
form for payment, except when: 

@A dependent is hospitalized 
for care authorized under the pro- 
gram in a bona fide acute emer- 
gency as certified by the attending 
physician 

@ A dependent is residing with 
the sponsor, but is away from the 
area of the sponsor’s household on 
a trip. This information should be 
neted on DA Form 1863 

@A maternity 
with sponsor) has been under the 
care of a civilian physician on or 
before Oct. 1 and has reached the 
second trimester of pregnancy on 
that Authorized 
care may be continued by the 
civilian doctor, in which case the 
doctor and the hospital are to sub- 
mit a statement certifying that the 
patient has met the office’ 


claim 


case (residing 


or before date 


criteria 
for care 

@ A dependent is residing with 
the sponsor and was admitted to 
a hospital for authorized care be- 
fore midnight, Sept. 30, but whose 
care extended beyond that date 


NONREIMBURSABLE CARE 


The Office for Dependents’ Medi- 
cal Care also announced that the 
following care and services for de- 
pendents living with their sponsors, 
if started on or after Oct. 1, will 
not be payable by the government 
under the Dependents’ Medical 
Care Program (this applies only to 
civilian hospitals; available 
before Oct. 1 in military hospitals 
is still available there): 

a. Treatment cof fractures, 
tions, lacerations, and 
wounds on an outpatient basis, 
previously authorized by Section 
503 d (5) of the Joint Directive 

b. The termination visit. This refers 
to payment of a referring phy- 
sician who terminates his care 
prior to, or upon hospitalization 
of, the patient. 

c. Outpatient 


care 


disloca- 
other 


presurgical and post- 


surgical tests and procedure 
d. Neonatal visits. Necessary infant 
care may be provided on an out- 
patient basis in the case of home 
or office deliveries during a period 
not to exceed 10 days following the 
of delivery. The inhospital 
f the newborn is still allow- 


a 
part of complete maternity 


e. Treatment of acute emotional dis- 
o this ruling 


orders. An exception t 
however, when the de- 


occurs 
pendent suffers an acute emotional 
disorder during hospitalization for 


a condition that qualifies for au- 


thorized care; during such hospi- 


talization the federal government 


I 
: 
will pay for care of an acute emo- 


tional disorder 

f. Elective surgery. 
Robinson stated that the 
types of surgical procedures (in 
civilian hospitals and for depend- 


Gen 


h their sponsors) 


tT 
fF 


office will authorize 


yment are: surgical 
ncies requiring hospitaliza- 
uch as perforated duodenal 
hemorrhage with shock, 
truction, and simila1 


emergencies); acute 


tions (such as acute ap- 
of the gall 

bladder, strangulated hernia, pel- 
injuries 
(hospitalization 

authorized only for 


gical condi 
pendicitis, empyema 
vic abscess); requiring 
hospitalization 
\ treatment ofl 
the acute phase; readmission for 
treatment of chronic stages or con- 
sequences of the injury rally 
would not be payable). 


gene 


Electronic Equipment Use 
In Hospitals Under Study 


A grant to make possible the 
first study on how electronic data 
processing equipment may best 
be adapted for hospital 
announced Sept. 8. 

Dr. Edwin L. Crosby, chairman 
of the board of governors of the 
Hospital Research and Educational 
Trust, announced the $52,000 grant 
from the John A. Hartford Foun- 
dation to the trust. 

Dr. Crosby said the study would 
require about four 
would be carried out in 


use was 


and 
Dallas, 


months 
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Tex., at the Baylor University 
Hospital. He said the first meeting 
of the staff to program the proj- 
ect had been held at that hospi- 
tal. 

The work will be conducted in 
cooperation with Daystrom Sys- 
tems, Division of Daystrom Inc., 
La Jolla, Calif., and John Diebold 
and Associates Inc., New York 
City. The study will include the 
areas of patients’ billings, ac- 
counts payable, perpetual inven- 
tories, medical records and statis- 
tics, payroll and insurance. 

Boone Powell, administrator of 
Baylor University Hospital, said: 





“We are happy to make our facil- 
ities available for this important 
study. The tremendous expansion 
of electronic equipment in recent 
years throughout industry sug- 
gests the possibility of adapting 
this equipment to solve some of 
hospitals’ very time consuming 
problems.” 

Mr. Powell expressed the hope 
that if such equipment is not now 
available to hospitals, the data col- 
lected in this study might be used 
to determine the requirements of 
electronic data processing equip- 
ment that would best serve hos- 
pitals. 





EIGHT YEAR INCREASE— 





New York City Hospital Beds Up 10 Per Cent 

A 10 per cent increase in general hospital beds has been registered 
in New York City during the past eight years, according to the latest 
annual survey by the Hospital Council of Greater New York. 

General care hospital beds in the voluntary, municipal, and proprietary 
hospitals in the city now total 36,485. Nearly 2000 of the 3232 new beds 
are in the borough of Queens, where the general care bed capacity has 
been increased 70 per cent since 1950. 

The changes in general care beds since 1950 are: 


1950 1958 Gain-Loss Per cent Change 
Manhattan 16,983 16,884 — 99 — 0.6 
Bronx 3154 4411 + 860 +39.9 
Brooklyn 9709 9809 +347 + 1.0 
Queens 2784 4745 +801 +70.4 
Richmond 
(Staten Island) 623 636 + 13 + 2.1 
New York City 
Total 33,253 36,485 +3232 + 9.7 


General care beds operated under the three types of control in 1950 


and 1958 are: 


Bed Capacity 


Control of Hospital 1950 
Voluntary 20,134 
Municipal 9527 
Proprietary 3592 

Total 33,253 


Of the total gain, 1306 beds are 
in municipal hospitals, 1218 are in 
voluntary hospitals, and 708 are 
in proprietary hospitals. Manhat- 
tan lost municipal beds as a re- 
sult of the removal of City Hospi- 
tal from Welfare Island to Queens, 
where it was renamed Elmhurst 
General Hospital. 

All boroughs, except Brooklyn, 
gained voluntary hospital beds. 
Queens gained 603; Manhattan 
522; the Bronx 340, and Richmond 
21. Brooklyn has lost 268 volun- 
tary beds since 1950. 

Commenting on the relationship 
between changes in the city’s pop- 
ulation pattern and the location 
of new hospital beds, Dr. Hayden 
C. Nicholson, council executive di- 
rector, said: “In 1950, Queens was 
the borough of greatest hospital 
bed deficiency. Since then its pop- 
ulation has risen approximately 
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Per Cent of Total Bed 





Capacity 
1958 1950 1958 
21,352 60.5 58.5 
10,833 28.7 29.7 
4300 10.8 11.8 
36,485 100 100 
15 per cent. The concurrent in- 


crease in the number of hospital 
beds in Queens has been sufficient 
to keep pace with its population 
growth and to overcome much of 
its initial bed deficit. 
‘‘Manhattan and Brooklyn, 
which according to the 1957 census 
have lost population since 1950, 
have approximately the same num- 
ber of general care beds. On the 
other hand, the Bronx, which was 
reported as having a small popu- 
lation decrease, showed a substan- 
tial rise in number of beds, thus 
reducing its initial bed deficit.” 
Commenting on the total general 


care capacity of the city, Dr. 
Nicholson said that “if all of these 
beds were in suitably designed, 


fire-resistive buildings and were 
better located in relation to the 
city’s population, our need for 


general care beds would be well 
met. Unfortunately, this is not the 
case. Many of these beds are in 


buildings which cannot be effi- 
ciently operated or appropriately 
maintained. An important task 


facing New York City is to re- 
place those of its hospital facili- 
ties that are now obsolete.” 


Farmers Spending More 
On Hospital-Medical Care 


A survey by the federal gov- 
ernment has disclosed that the 
amount of money spent by farm 
families on health protection has 
risen sharply since 1941 and is 
approaching the amounts spent by 
city dwellers, 

In 1941, the government 
showed, farm families spent 
average of $15 per person per year 
on medical care, compared with 
the $32 per person average being 
spent at the time by urban fam- 
ilies. By 1955, however, the in- 
dividual farmer was spending $63 
for health protection, nearly 80 
per cent of the estimated $81 
spent by city people. 

Per family, the average farm 
family spent $60 for medical care 
in 1941. In 1955, the total average 
expenditure per farm family was 
$235, the equivalent of $126 in 
1941 after the changes which have 
taken place in the price level since 
then have been taken into account. 

Farmers are also spending more 
money on voluntary health insur- 
ance than they did in 1941, the 
federal study showed. The average 
farm family spent $3 for health in- 
surance in 1941 and $42 for health 
insurance in 1955. The 1955 ex- 
penditure equaled $13 in terms of 
1941 dollars, but still represent 
an increase of 333 per cent. Ap- 
proximately 51 per cent of farm 
families had some form of health 
insurance in 1955. 

Twenty-seven per cent of farm 
families with incomes between 
$500 and $1000 in 1955 had health 
insurance; 69 per cent of farm 
families in the top income bracket, 
$7500 or more per year, had health 


study 
an 


insurance. 


Fund Spends $58 Million 
On Miner Beneficiaries 


More than $58 million was spent 
by the United Mine Workers’ Wel- 
fare and Retirement Fund for 
medical, rehabilitation, and hos- 
pitalization benefits for its bene- 
ficiaries during the year ending 
June 30, 1958. 
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In its annual report, the fund 
stated that this sum was part of 
the $138.5 million which it spent 
on its beneficiaries during the fis- 
cal year. 

The fund had 85,426 benefici- 
aries during the year who used a 
total of 1,458,385 hospital days 
Physicians made a total of 1,311,- 
088 inpatient visits and 969,801 
office and outpatient clinic 
sultations 

Expenditures for 
include payments made to the 
Miners Memorial Hospital Asso- 
ciation, a fund subsidiary which 
administers 10 union-owned hos- 
pitals in the mining regions of 
Virginia, West Virginia, and Ken- 


con- 


hospital care 


tucky 
In its report, the fund stated 
that it has realized savings by 
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restricting payments to “physi- 
cians and hospitals whose services 
are determined by the fund’s 
medical, health, and hospital serv- 
ice to be necessary and essential. 

“The trust fund’s official files 
and records of medical and hos- 
pital data are replete with 


evidence showing that the pri- 
mary quality and cost require- 
ments of trust fund regulations 


were not being met under the pre- 
vious free-choice-of-physician ar- 
rangements whereby the fund 
had permitted the beneficiary 
free choice of physician and had 
paid every physician chosen 
for any service he billed the fund, 
and had allowed him to hospi- 
talize any beneficiary at fund ex- 
and for so long 
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pense wheneve! 


as he desired.” 


Small Georgia Hospitals Show Loss: Survey 


Fourteen Georgia hospitals lost an average of 51 cents per patient day 
during May, according to the results of a survey of 81 Georgia hospitals 
by the Georgia Department of Public Health, Division of Hospital Serv- 





ices. 
AVERAGE PATIENT DAY INCOME AND EXPENSES FOR MAY 1958, 
COMPILED FROM REPORTS OF 81 GEORGIA HOSPITALS 
Number More than 
of beds 25 or less 26to49 50 to 69 70to99 100tc 200 200 
Number of hospitals 
reporting 14 23 13 6 16 9 
Percentage 
of occupancy 54 55 57 69 77 68 
Income by Departments 
Routine services $ 9.57 $10.17 $10.00 $11.58 $11.26 $17.60 
Operating room 78 1.26 1.47 2.26 1.77 2.21 
Delivery room .48 -57 .40 .63 -51 34 
Anesthesia and 
oxygen .78 1.22 1.25 1.76 1.19 1.74 
X-ray 1.63 2.04 1.91 3.63 2.82 2.64 
Laboratory 1.94 2.32 2.47 3.36 3.42 4.70 
Pharmacy 4.23 5.02 4.13 4.56 4.07 3.34 
Emergency .34 -27 -18 .66 -62 42 
Medical and 
surgical 61 1.18 -96 1.37 1.27 97 
Misc. patient 
service 47 .24 .27 41 36 19 
TOTAL INCOME $20.83 $24.29 $23.04 $30.22 $27.29 $34.15 
Expenses by Deportments 
Administrative $ 2.77 $ 2.34 $ 2.52 $ 2.68 $ 2.41 $ 2.56 
Dietary 3.45 3.16 2.97 3.46 3.19 4.40 
Housekeeping 1.19 .87 -90 1.18 .88 1.30 
Laundry 68 72 .64 55 51 88 
Plant 1.60 1.96 1.46 1.60 1.40 2.12 
Medical records a 49 21 43 31 42 
Nursing 5.72 5.48 5.16 5.87 6.44 7.37 
Medical and 
surgical 1.06 94 .66 1.47 1.09 3.16 
Pharmacy 1.62 2.10 1.71 2.04 1.76 1.71 
Operating, 
delivery, and 
emergency rooms .81 97 1.26 2.03 1.72 2.34 
Anesthesia and 
oxygen 51 91 65 97 -93 1.01 
X-ray -82 1.12 1.07 2.23 1.64 1.78 
Laboratory 79 90 .88 1.57 1.69 2.38 
Other expenses 32 32 51 .14 .69 35 
TOTAL EXPENSES $21.34 $22.28 $20.60 $26.22 $24.66 $31.78 
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The loss-reporting group con- 
sists of 14 hospitals, all with 25 
beds or less; they reported an oc- 
cupancy rate of 54 per cent for 
May. Highest occupancy rate re- 
ported per cent for the 
16 reporting hospitals in the 100- 
200 bed group 


Health Needs of Aged Told 
To Nursing Home Operators 


id 


was 


Two California surveys con- 
cerning the aged indicate that 
“it is reasonable to estimate that 
provision must be made for the 


equivalent of 10 days of hospital- 
per year for each person 
years of age 
The statement 
Dr. Malcolm H. 


ization 
65 or older.’ 

was made by 
Merrill, director, 
California State Department of 
Public Health, at the American 
Nursing Home Association’s an- 
held Sept. 8-11 


convention, 


-! 
nual 


in San Francisco. 

Dr. Merrill based his estimates 
on the California Health Survey 
and a special survey in San Jose, 
found that 


Calif. He said it was 
“persons 65 years of age and over 
living outside institutions were 


almost twice as likely to be chron- 
ically ill as were younger persons 
They experience three times 
much disability each year, use ap- 
proximately twice the amount of 
general hospital services, and make 
60 per cent more visits to doctors’ 
Older persons not only be- 
but require 
hospitalization 


as 


offices 
oftener, also 
periods of 
each illness.’ 
Merrill said that 
many nursing homes are small 
and are isolated from institutions 
which provide medical care, nurs- 
ing home departments are being 
developed by many general hos- 
pitals. He said that competition 
between hospitals and nursing 


come ill 
longer 
for 


Dr because 


homes would tend to raise the 
standards of care given to aged 
persons 

Tracing the rise of nursing 


homes during the past years, Gor- 
don Cummings, chief of the Cali- 
fornia Department of Public 
Health Bureau of Hospitals, said 
that 10 years ago nursing homes 
were not recognized as medical 
institutions, but were entirely 
domiciliary in nature. “The good 
patient was the bed patient,’ he 
said. Nursing home personnel were 
relatively untrained, he continued. 

Now, Mr. Cummings said, build- 
ings are being designed specifically 
as nursing homes, some in con- 
junction with general hospitals, 
and the states have taken more 
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responsibility for licensure of 
nursing homes. 

Mr. Cummings also said that in 
the future general hospitals will 
recognize an increasing responsi- 
bility to provide nursing home- 
type care in departments or units 
set up for this purpose. Nursing 
homes, he said, will emphasize 
restoration rather than custodial 
care. 

Dr. F. J. L. Blasingame, gen- 
eral manager of the American 
Medical Association, reported to 
the conventioners on the support 
that the AMA has given for fed- 
eral legislation to provide long- 
term low interest loans for nurs- 
ing homes. 

Florence Baltz was elected pres- 
ident of the American Nursing 
Home Association. She is the 
owner and superintendent of the 
Washington (Ill.) Nursing Home. 


Council on Care of Aged 
Names Wells as Secretary 


Howard I. Wells Jr. has been 
named executive secretary of the 
Joint Council to Improve the 
Health Care of the Aged. 

The council was formed several 
months ago by the American Den- 
tal Association, American Hospi- 
tal Association, American Medical 
Association, and American Nurs- 
ing Home Association to identify 
health needs of the aged, appraise 
available health resources for the 
aged, and develop programs to 
foster health care for the aged. 

Council offices are at 139 North 
Clark St., Chicago. 

Mr. Wells was formerly execu- 
tive secretary of the American 
Association for Maternal and In- 
fant Health. He is a graduate of 
Northwestern University and did 
graduate work in social welfare 
administration at the University 
of Copenhagen, Denmark. 

Mr. Wells has held positions 
with the Community Fund of Chi- 
cago, Federal Council of the 
Churches of Christ in America, 
American City Bureau, and Illi- 
nois Division of the American 
Cancer Society. 


Emory Confers New Degree 
In Hospital Administration 


Emory University has awarded 
its first master of business admin- 
istration degrees in the field of 
hospital administration to Gerald 
A. Bishop of Plains, Ga., and to 
W. Carl Wheatley, St. Petersburg, 


Fla. 
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PARTICIPANTS in the Cornell University Hospital Administrators Development Program were, 
front row {I to ri: Prof. L. S. Reed, Prof. R. F. White, Prof. L. C. LeRocker (director), Prof. 
M. |. Roemer, Prof. R. A. Anderson (Sloan Institute staff). Second row: Dr. V. D'ingianni, 
D. J. Thomas, Ann May, C. P. Harris, C. B. Hale. Third row: J. P. Thompson, J. E. Ferguson, 
Col. C. L. Kirkpatrick, Dr. W. W. Washburn. Fourth row: T. A. Bravos, N. M. Temple, W. H 


O'Neal, W. H. Wood Jr. Fifth row: D. A. Gee, 


John R. Malban, A. Sasser, R. E. Toomey, 


R. J. Guy. The six-week program was held at Cornell University's Ithaca, N.Y., campus 


Nearly a score of hospital administrators participated recently in the 
first Hospital Administrators Development Program held at Cornell Uni- 


versity’s Ithaca, N.Y., campus. 


The administrators spent six weeks attending sessions of an advanced 
seminar series covering the whole range of medical care, administration, 


and professional relationships in 
hospitals. 

The new venture in hospital 
administration training was sup- 
ported by the Alfred P. Sloan 
Foundation, which in 1955 estab- 
lished the Sloan Institute of Hos- 
pital Administration at the uni- 
versity. 

Among the subjects covered 
during the program were British 
and European medical services, 
governmental and prepaid medi- 
cal care in the United States and 
Canada, chronic disease services, 
current legislative proposals, ex- 
ecutive self-analysis, psychologi- 
cal effects of organization on em- 
ployees, making decisions, human 
relations, communication, selec- 
tion of personnel, trustee relation- 
ships, unionization in hospitals. 

Among the guest lecturers 
were: Harvard Prof. Franz Gold- 
mann; Dr. Michael M. Davis, au- 
thor and consultant in health care 
organization; Dr. Aims C. Mc- 
Guinness, special assistant to the 
secretary of Health, Education, 
and Welfare; Yale Prof. Chris 
Argyris; Cornell Prof. William F. 
Whyte; Cornell psychologist and 
professor, Urie Bronfenbrenner; 
Dr. David Littauer, director, Jew- 
ish Hospital of St. Louis; Dr. Ver- 
gil N. Slee, director, Commission 
on Professional and Hospital Ac- 
tivities; Jerry Wurf, regional di- 
rector, American Federation of 
State, County, and Municipal Em- 








ployees. 

Those attending the program 
were: Sandor Asztely, consultant, 
Department of Hospitals, City of 
Gothenburg, Sweden 

Theodore A. Bravos, 
superintendent, Sonoma State 
Hospital, Eldridge, Calif. 

Dr. Vincente D’Ingianni, di- 
rector, Frank D'Ingianni Medical 
Foundation, New Orleans 

James E. Ferguson, adminis- 
trator, University of Tennessee 
Memorial Research Center and 
Hospital, Knoxville 

David A. Gee, associate director, 
Jewish Hospital of St. Louis 

Robert J. Guy, administrator, 
Baton Rouge (La.) General Hos- 
pital. 

Clarence B. Hale, assistant ad- 
ministrator, Johnston Memorial 
Hospital, Abingdon, Va. 

George P. Harris, director of 
field service, Hospital and Orphan 
Sections, Duke Endowment, Char- 
lotte, N.C. 

Col. Charles L. Kirkpatrick, 
M.C., commanding officer, DeWitt 
Army Hospital, Fort Belvoir, Va 

John R. Malban, executive as- 
sistant, Menninger Foundation, 
Topeka, Kans. 

Ann May, administrator, School- 
craft Memorial Hospital, Manis- 
tique, Mich. 

W. Harold O’Neal, administra- 
tor, Hazard (Ky.) Memorial Hos- 
pital. 


assistant 
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Alfred Sasser Jr., superintend- 
ent, Glenwood (Iowa) State 
School, 

Norbert M. 
Highland Park 
Hospital. 

Drew J. Thomas, executive di- 
rector, Nathan Littauer Hospital, 
Gloversville, N.Y. 

J. Patrick Thompson, adminis- 
trator, Charlotte (N.C.) Rehabili- 
tation and Spastics Hospital 

Robert E. Toomey, director, 
Greenville (S.C.) General Hospi- 
tal. 

Dr. W. W. Washburn, adminis- 
trator, Gardner-Webb College 
Community Health Center, Boil- 
ing Springs, N.C 

William H. Wood Jr., associate 
director, Newport (R.I.) Hospi- 
tal 


Temple, director, 


(Mich. ) 


General 


Fraternity, Alumni Group 
Announce Officers Elected 


A national professional frater- 


nity in the field of hospital ad- 
ministration and a hospital ad- 
ministration alumni group have 
announced the names of their new 
officers. These are: 

Alpha Delta Mu: president, Clyde 
L. Reynolds, executive director, 
Provident Hospital, Chicago; first 
vice president, John E. Milton, ad- 
ministrator, Edward Hospital, 
Naperville, IJl.; second vice presi- 
dent. Wayne E. Henry, assistant 
director, Newton Wellesley Hos- 
pital, Newton, Mass.; third vice 
president, Kenneth C. Etcheson, 
Halesity, N. Y.; secretary, Mary 
Ann Gilster, purchasing agent, 
West Suburban Hospital, Oak 
Park, Ill; treasurer, Harold E. 
Springer, administrator, Memorial 
Community Hospital, Edgerton, 
Wis. 

University of Chicago Hospital Ad- 
ministration Alumni Association: pres- 
ident, Lad Grapski, director, U 


Residents from Pittsburgh 











STUDENTS of the University of Pittsburgh program in hospital administration, and staff 
members of the program, are (front row, from left): Charles R. Goulet, assistant professor; 


Dr. J. R. McGibony, professor; Daniel L. 


Drosness, assistant professor 


Second row: D. 


Daniel Isaac; Roger Mendenhall; Boyd A. Anderson; Dr. James Sparling; Clifford Boon 
Third row: Malcolm Clippinger; George A. Kaye. 


UNIVERSITY OF PITTSBURGH 


Course director: Dr. J. R. 
McGibony 

ANDERSON, A. Boyp, to James I. 
McGuire, administrator, Western 
Pennsylvania Hospital, Pittsburgh. 

Boon, CuirrorD H., to Bernard 
F. Carr, administrator, Altoona 
(Pa.) Hospital. 

CLIPPINGER, MALCOLM H., to Dr. 
Anthony J. Borowski, director, 
Barberton (Ohio) Citizens Hos- 
pital. 

Isaac, Dr. DANIEL, Rotating pro- 
gram. 

KAYE, 
Robert E. 
department 


GeorGe A., to Major 
Maybell, chairman, 
of administration, 


OCTOBER |, 1958, VOL. 32 


3700th Air Force Hospital, Lack- 
land Air Force Base, Tex. 

MENDENHALL, RODGER E., to 
Henry Hooper, administrator, Cin- 
cinnati (Ohio) General Hospital. 

SPARLING, Dr. JAMES F., to Dr. 
Russell A. Nelson, executive di- 
rector, Johns Hopkins Hospital, 
Baltimore. 

Second-Year Residents 

WEINSTEIN, BERNARD M., to Dr. 
Paschall F. Lucchesi, executive 
director, Albert Einstein Medical 
Center, Philadelphia. 

Wiuuis, Davin P., to Dr. Dean 
A. Clark, executive’ director, 
Massachusetts General Hospital, 
Boston. 


versity Hospital, Baltimore; vice 
president and president-elect, Jo- 
seph F. Friedheim, director, Jame- 
son Memorial Hospital, New 
Castle, Pa.; secretary, Catherine 
M. Maloy, administrator, Woman’s 
Hospital, Detroit; treasurer, Ber- 
tram G. Hanson, administrator, 
Memorial Hospital of McHenry 
County, Woodstock, II. 


Blue Cross Plan Names 
Burrell Acting Manager 


L. W. Burrell has been named 
acting manager of Hospital Serv- 
ice Inc. (Blue Cross), Albuquer- 
que, N. Mex. He was formerly 
Plan controller and director of ad- 
ministration. Mr. Burrell succeeds 
Maurice B. Logan, who recently 
resigned. 


New Bay Area Council 
Tentatively Tax Exempt 


Tentative tax exempt status 
has been granted to the newly or- 
ganized eight-county Bay Area 
Hospital Coun- 
cil, San Fran- 
cisco, by the In- 
ternal Revenue 
Service, John 
Beahrs, council 
president, has 
announced. Mr. 

Beahrs is presi- 
dent of the 
board of Stan- 
ford-Palo Alto 
Hospital, 
Alto, Calif 

The council’s purpose, Mr. 
Beahrs stated, is to study com- 
munity needs for hospital facil- 
ities and services. It will advise 
on the 
new facilities 
version of outdated facilities for 
other medical services. This de- 
termination of tax exemption will 
enable the council to seek financ- 
ing from foundations and united 
fund-raising organizations in the 
area, he stated. 

The 27-member board of di- 
rectors includes several county 
health officers, hospital adminis- 
trators, medical society represen- 
tatives, members of hospital boards 
and community leaders from San 
Francisco, Marin, Contra Costa, 
Alameda, San Mateo, Santa Clara, 
Solano, and Sonoma counties. 

Temporary office of the council 
is: United Community Fund Build- 
ing, 2015 Steiner St., San Fran- 
cisco. Richard D. Warfield, con- 
sultant to the Health Council of 


MR. BEAHRS 


I ? 
Palo 


capacity and location of 


and on possible con- 




















the United Community Fund, is 
acting secretary of the group. 


Louisiana Group Moves 


The Louisiana Hospital Asso- 
ciation has moved to new quar- 
ters at 639 South Scott St., New 
Orleans 19. The association’s new 
telephone number is Galvez 2772, 
Charles R. Gage, association ex- 
ecutive director, has reported. 


State Group Elects Case 


James E. Case has been elected 
president-elect of the South Caro- 
lina Hospital Association. Mr. Case 
is administrator of Tuomey Hos- 
pital, Sumter, S.C. Other officers 
of the association were named 
earlier in the year, but Claude L. 
Weeks, then president-elect, re- 
signed, creating the vacancy to 
which Mr. Case was elected. 


New Officers Elected 


American Pharmaceutical Association 
(elected by mail ballot; to be in- 
stalled at annual convention dur- 
ing the week of April 19, 1959): 
president-elect, Howard C. New- 
ton, pharmaceutical educator and 
dean, Boston; first vice president- 
elect, Leo F. Godley, hospital 
pharmacist, Fort Worth, Tex.; 
second vice president-elect, Paul 
W. Wilcox, research pharmacist, 
West Point, Pa. 

Southeastern Indiana Hospital Council: 
president, George Goshorn, ad- 
ministrator, Johnson County Me- 
morial Hospital, Franklin; vice 
president, Samuel White Jr., ad- 
ministrator, Memorial Hospital of 
Floyd County, New Albany; sec- 
retary-treasurer, Sister M. Feli- 
citas, administrator, Margaret 
Mary Hospital, Batesville. 





Southwestern Michigan Hospital Coun- 
cil: president, John W. Etsweiler, 
administrator, Coldwater (Mich.) 
Community Health Center; vice 
president, Aileen Miller, admin- 
istrator, Community Hospital, Wa- 
tervliet; secretary, Robert Brad- 
burn, administrator, Memorial 
Hospital, St. Joseph; treasurer, 
Glenn Durham, administrator, 
Sheldon Memorial Hospital, Albion. 

Tidewater Hospital Council (Virginia): 
president, Dr. David Babnew, ad- 
ministrator, Northampton-Acco- 
mack Hospital, Nassawadox; vice 
president, Harriet V. Ailstock, ad- 
ministrator, Virginia Beach Hos- 
pital, Virginia Beach, secretary- 
treasurer, Doyle R. Lyles, 
Veterans Administration Center, 
Kecoughtan. 


‘Courtesy Staff’? Admission 
Not Mandatory: U.S. Court 


Granting of “courtesy staff” 
privileges to a Negro physician at 
a private hospital is not manda- 
tory under the 14th Amendment 
to the Constitution, a U.S. District 
Court has ruled in the case of 
Eaton v. Board of Managers of 
James Walker Memorial Hospital, 
Wilmington, N.C. 

Members of the hospital’s ‘“‘cour- 
tesy staff” are allowed to use pri- 
vate rooms and pay wards for their 
patients. Charity patients who are 
certified by the county are not 
treated by “courtesy staff” mem- 
bers and “courtesy staff’? members 
receive no part of the public funds 
that are paid for treatment of 
charity patients. 

It was determined by the court 
that the hospital’s only links with 
the state were through contract 
payments for indigent patient care 


and the state’s right of reverter to 
half the hospital’s land on cessa- 
tion of use for hospital purposes. 


Health Law Center Begun 
At Pittsburgh University 

A health law center within the 
Graduate School of Public Health 
has been established at the Uni- 
versity of Pittsburgh. Director of 
the new center is John F. Horty 
Jr., attorney from Johnstown, Pa. 

“The purpose of this law cen- 
ter,’ said Dr. James A. Crabtree, 
dean of the graduate school, “is 
to pursue, on a sustaining basis, 
studies concerning the legal as- 
pects of medicine, dentistry, nurs- 
ing, public health, hospitals, and 
medical care. To our knowledge, 
this is the only center of its kind 
in the nation. It offers an oppor- 
tunity to establish a permanent, 
dynamic focal point for exploring 
various legal facets of health pro- 
grams and administration.” 

The law center will undertake 
a long-range program of research 
and teaching and will establish a 
clearinghouse for legislative and 
other legal materials in the health 
fields. 

Mr. Horty, a graduate of Am- 
herst College, received his law 
degree from Harvard. He has been 
a research associate in public 
health at the University of Pitts- 
burgh since 1956, directing a 
research team composed of six at- 
torneys and two hospital adminis- 
trators which has been gathering 
and analyzing material in the field 
of hospital law. 

A two-volume manual on hos- 
pital law is to be written with the 
results of the research study serv- 
ing as the basis for the manual 
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The A.B.C. Symbol... 





The right to purchase or refrain from 
purchasing this publication gives you, the 
reader, and no one else the power to 
pass judgment on whether 
it shall continue 
to survive. 





"4 
ve) This symbol 


represents the standards 
by which your voluntary 
response is measured. 





It testifies to the advertising 
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U LA value of this publication. 


It also serves as a constant guide to 
our readers’ opinion. 
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ALLEGHENY County Institution District Hospi- 
tal, a $22 million facility 8 miles from down- 
town Pittsburgh for the treatment of the in- 
digent sick, has been dedicated. The huge 
institution, which provides beds for 2100 
patients on its 126-acre site, is the culmina- 
tion of 6 years of planning and 3 years of 
building. The new facility is comprised of an 
8-story main building, 2 convalescent wings 
of 3 stories each, 2 rows of dormitories (ring- 
ing a large park-like area) for ambulatory 
patients, an auditorium (the domed aluminum 
building), and a pyramidal interdenomina- 
tional church (see center photograph). The 
church is designed with a turntable to permit 
the display of the religious symbol of each 
faith. Approximately 750 persons can be seated 
simultaneously in the hospital's auditorium, 
a 100-ft. in diameter hemisphere. Also on 
the site are a power station, separate nurses’ 
homes, and 8 physicians residences. Mirror 
Lake Court (upper picture) takes its name 
from the shallow lake and fountain in the 
center which add beauty to the view. Also 
available are split-level infirmaries for ambu- 
lant patients, with protected landscaped 
courts, solaria, and loggias for sun and ex- 
ercise. Twenty-one shades of color—different 
for every ward on a floor as well as for beds 
and chairs—are used through the hospital. 


California 

Eldridge—Sonoma State Hospi- 
tal, a 700-bed institution being 
built at a cost of $1,778,300, is 
nearing completion. 

Long Beach—Work has begun 
on the 400 bed Memorial Hospital 
of Long Beach. The general hos- 
pital is being built at an estimated 
cost of $6,308,000 for the building 
alone. 

Long Beach—A 561 bed hospital 
is being completed by the Veterans 
Administration at an _ estimated 
cost of $7,037,000. 

Florida 

Fort Lauderdale—Holy Cross 
Hospital has announced that con- 
struction is now under way on 
completion of a fourth floor at the 
building; the additional] floor will 
increase the hospital’s capacity by 
75 beds. 

Miami—Contracts were recently 
let for a new emergency room at 
Jackson Memorial Hospital ($698,- 
333), a clinical laboratory addi- 
tion ($118,348), mental health di- 
agnostic and treatment center 
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Construction 
and 
Dedications 




























($440,000), and alterations and 
additions to the hospital’s electri- 
cal system ($110,000) 
Tampa—Tampa General Hospi- 
tal has opened a 12-room operat- 
ing wing. 
Titusville—Construction of a 
new 28 bed hospital, to cost an 
estimated $179,000, has begun. 
Ilinois 
Chicago—lllinois Masonic Hos- 
pital’s $3 million 180-bed addi- 
tion is nearing completion. The 
addition also includes more hos- 
pital service facilities. 
Havana—Mason District Hospi- 
tal, a new 48-bed hospital to cost 
an estimated $450,000, is under 
construction. 





Massachusetts 

Ayer—An addition and remod- 
eling program costing an esti- 
mated $100,000-$150,000 is near- 
ing completion at Community 
Memorial Hospital. When the pro- 
gram is completed the hospital will 
have additional beds, remodeled 
operating room, enlarged and mod- 
ernized plant, kitchen, morgue, 


















and storehouse. 

Haverhill—Haverhill Munici- 
pal (Hale) Hospital is undergoing 
a $1,275,000 addition and remodel- 
ing program which will add 42 
beds to the hospital’s capacity 

Michigan 

Mt. Clemens—A 234 bed 
tion, to cost an estimated $1,137,- 
under construction at Mar- 
3erry Hospital 


addi- 


o12, 1 

tha T 
Minnesota 

Ely—Ely -Bloomenson 

nity Hospital is being constructed 

at a cost of approximately $750,- 


Commu- 


000. The hospital is to have 45 
beds and bassinets when com- 
pleted. 

Hallock—Kittson War Veterans’ 


Memorial Hospital was dedicated 
on June 15 and was ready for oc- 
cupancy on Aug. 4 
Minneapolis—Lutheran Deacon- 
ess Hospital is in the midst of an 
addition and remodeling program 
which is to cost an estimated $1.6 
million. Ninety-four beds are be- 
ing added to the hospital’s capac- 
ity. 
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YOU CAN TELL 
THE DIFFERENCE 


BY THE FEEL... Pay can increase 
your present 
filing capacity by 


almost 200%! 
ne &, America’s First and Foremost Shelf Filing System with — 












MOL@ FILING CAPACITY — 


Visi-Shelf units are available 






with from 7 to 10 Openings High 






(or up to the ceiling if desired!) 






MOLE RECORD PROTECTION — 


A N C H 0 R All Nylon Patented, light weight Doors 
S U R G E 0 N cS B R U S H available on all Visi-Shelf units! 


Tough... Guaranteed to withstand more than 400 
autoclavings 






MOC FILING PRODUCTION — 


Visi-Shelf’s exclusive “Facile 






Guide Pull” provides more ac- 
Gentle...Tufts are soft but firm...specially tapered curate fillng; quicker reference! 
for better scrub-up efficacy with more comfort 











Anchor Brushes weigh only 14 oz... . grooved 
handles for firmer gripping . . . crimped bristles for 
better soap retention . .. designed for efficient use in 
Anchor’s modern brush dispensers. 












Anchor Brushes save money for you because of their 
unusual durability and outstanding performance 
They are the most economical on the market today 











Order by the dozen or gross from your hospital sup- 
ply firm... today! 












OVER 4,000 VISI-SHELF 
INSTALLATIONS IN ALL 
PHASES OF AMERICAN 
BUSINESS SINCE ITS 
INTRODUCTION A 

FEW YEARS AGO! 















Other outstanding Anchor Products... 


the new All-Nylon Emesis Basins 






All-Nylon Drinking Tumblers 
Stainless Steel Surgeon's 
Brush Dispensers 














Write today for free 
catalog and name of 
nearest dealer. 






Sold Only Through Selected Hospital Supply Firms 


ANCHOR BRUSH COMPANY 
AURORA, ILLINOIS | VISI-SHELF 


Write for Complete information to Exclusive Sales Agent | 

|FILE ‘ 

THE BARNS-ELY COMPANY | , INC 

1414-A Merchandise Mart + Chicago 54, Illinois | 225 Broadway, Dept. K-10 
New York 7, N. Y. 
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SO LIGHT! | 
SO STURDY! 
LOW COST! 











Nurses like PRESCO Screens 
because they are so easy to 
handle and fold to 3-inches 
thickness for compact storage! 
Beautifully made! Aluminum 
frame anodized for lifetime 
satin finish. Handsome vinyl 
panels in solid pastel tones 
of green, blue, rose or white. 
Require no laundering! Self- 
locking hinges for rigidity. 
Snap-out rods provide for 
easy cleaning. Circus motif 
for nurseries also avail- 
able. Write for swatch 
cards and prices. 


F7tsCO 


DISPOSABLE BASSINETS 


For Sick Babies and 
Crowded Nurseries. Helps 
reduce cross infection! 
No Scrub-up! No re- 
use! Strong, Rigid. In 
pink and blue decora- 
tions, 
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Missouri 

Springfield—A 100-bed addition 
is being constructed at St. John’s 
Hospital at an estimated cost of 
$1.8 million. 

New Jersey 

Morristown—Construction of a 
$1,885,000 addition at All Souls’ 
Hospital is to add 118 beds to the 
hospital’s capacity. 

Neptune—Fitkin Memorial Hos- 
pital is adding a School of Nurs- 
ing, at an estimated cost of $500,- 
000, to its facilities. 

Oklahoma 

Bristow—Construction has be- 
gun on a 14-bed addition to Bris- 
tow Memorial Hospital. 

Hollis—Twenty-two bed Har- 
mon County Memorial Hospital is 


under construction at an esti- 
mated cost of $320,000. 
Pennsylvania 

Chester—J, Lewis Crozer Hos- 





pital is adding 68 beds and new 
maternity and x-ray departments 
at an estimated cost of $765,000. 
Texas 
Houston—A $4 million medical 
professional building is nearing 
completion at Memorial Hospital. 





CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 











NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Army Hospital, Fort McClellan 
Army Hospital, Fort Rucker 
Piedmont Hospital, Piedmont 
ARKANSAS 
Fort Chaffee. 


Army Hospital, 
Hospital, Hot 


Army and Navy 
National Park. 
CALIFORNIA 
Community Hospital of Gardena, Gardena 
Air Force Hospital, Cooke Air Force Base, 

Lompoc. 
Yolo General Hospital, Woodland. 
DISTRICT OF COLUMBIA 
Air Force Hospital, Andrews Air 


Base. 
FLORIDA 
South Lake Memorial Hospital, Clermont. 
Fort Lauderdale Beach Hospital, Fort 
Lauderdale. 
Putnam Memorial Hospital, Palatka 
Air Force Hospital, Tyndall Air Force 
jase, Panama City. 
GEORGIA 
Georgian Clinic, Atlanta 
Eugene Talmadge Memorial Hospital, Au- 
gusta. 
DeKalb County Hospital Authority, Deca- 
tur. 
Army Hospital, Fort Gordon. 
Army Hospital, Fort McPherson 
Army Hospital, Fort Stewart. 
ILLINOIS 
Fairview Hospital, Chicago. 
INDIANA 
Fort Benjamin Harrison, 


Springs 


Force 


Army Hospital, 
Indianapolis. 


1OWA 
Palmer Memorial Hospital, West Union. 
KANSAS 
Army Hospital, Fort Leavenworth 
Irwin Army Hospital, Fort Riley 
LOUISIANA 
Jefferson Hospital Service District No. 1, 
Marrero. 
— Hospital, Camp Leroy Johnson, New 
Orleans. 
MARYLAND 
Army Hospital, Aberdeen Proving Ground. 
Army Hospital, Fort George G. Meade 
MASSACHUSETTS 
Army Hospital, Fort Devens. 





MISSOURI 
Army Hospital, — ere Wood 
Patterson Army NAospital, Fort Monmouth, 
Red Bank 
NEW YORK 
Army Hospital, Fort Jay, New York City. 
NORTH CAROLINA 
Chatham Hospital, Siler City 
Mercy eae Wilson. 
ORTH DAKOTA 
Dickey County Memorial Hospital, 
dale. 


OKLAHOMA 
Villa Madonna Hospital, Enid 
Army Hospital, Fort Sill 
PENNSYLVANIA 
Army Hospital, Carlisle Barracks 
Seidle eames - Hospital, Mechanicsburg. 
OUTH CAROLINA 
Army Hospital, rat Jackson. 
TENNESSEE 
Sequatchie General Hospital, 
TEXA 


Ellen- 


Dunlap 


Eastland Memorial Hospital, Eastland 

Green Cross Sanitarium, Luling 
VIRGINIA 

Army Hospital, Fort Eustis 

Army Hospital, Fort Lee 

Army Hospital, Fort Monroe 
WASHINGTON 

Army Hospital, a Lawton, Seattle 

WISCONSIN 

St. Mary’s Ringling Hospital, Baraboo 

GERMANY 


5th General Hospital, Bad Cannstadt, APO 
154, New York 


98th General Hospital, Birkenseld, APO 
34, New York. 

97th General Hospital, Frankfort, APO 
757, New York 

2nd General Hospital, Landstuh!, APO 180, 


New York 
NEW PERSONAL MEMBERS 


Anderson, Dr. Joseph R. F.—asst. sec 
Council on Professional Practice—Ameri- 
can Hospital Association—Chicago 


Blanchard, Stewart K.—asst. adm. off.— 


District Medical Office—Fourth Naval 
District—Naval Base-—Philadelphia 
Burge, Maj. Charles H.—adm. res.—Air 


Force Hospital, Air University, Maxwell 
Air Force Base—Montgomery, Ala 
Callahan, Carol P.—soc. serv. dir.—United 


Hospital—Port Chester, N.Y 
Crall, Paul C.—chief engr.—Dallas (Tex.) 
County Hospital District 
Crossman, Dorcas—adm. asst.—Flower 
Hospital—Toledo, Ohio 
Crowder, Dean M.—adm. res.—Donald N 
Sharp Memorial Community Hospital 
San Diego, Calif 
Del Rosario, Capt. Lawrence—comdr 
USAF (MSC)—408 USAF Dispensary, 
Kingsley Field—Klamath Falls, Ore 
Fitzsimmons, Robert J.—hosp. adm. off 


Public Health Service Indian Hospital 


Talihina, Okla 


Goodloe, Henry L.—spec. asst.—Veterans 
Administration West Side Hospital— 
Chicago 


Haldeman, Dr. Jack C.—asst. surg. gen., 
chief—Division of Hospital and Medical 
Facilities, Bureau of Medical Services, 
Public Health Service, Department of 
Health, Education and Welfare—Wash- 
ington, D.C 

Jaramillo Z., 


Victor Manuel—adm. res 


University of Texas—Medical Branch 
Hospitals—Galveston 
Mansfield, Maurice M.—hosp. adm. off.— 


Veterans Home (Calif.) of California 


Massien, Sanford—adm.—Bella Vista Com- 
munity Hospital—Los Angeles 

May, Edward—supt Lutheran Sanatori- 
um—Wheat Ridge, Colo 

McCracken, James H.—asst. supt.—Stan- 
ford University Hospitals—San Francis- 
co 

Mensah, George D.—sr. clerk—Liberian 


Government Hospital Congo Town T.B 
Hospital—Monrovia, Liberia 

Meredith, Kenneth S.—dir.—Memorial Hos- 
pital of Bedford County—Everett, Pa 

Meyer, Lt. Robert Earl—adm. off.—MSC 
USN—Naval Station Hospital, Navy 3912 

FPO San Francisco 

Sister Maryann, S.S.P.S.—bus. mer.—St 
Therese’s Hospital—Waukegan, III 

Strobel, Maj. Edward M.—adm. res.—Madi- 
gan Army Hospital—Tacoma, Wash 

Thomas, Richard—admit clerk—E W. 
Sparrow Hospital—Lansing, Mich 


Tucker, Elizabeth M.—chief, hskp. div.— 
Veterans Administration Hospital—Cin- 
cinnati. 

Wesselmann, Glenn A.—student—Slcean In- 


stitute of Hospital Administration 
Ithaca, N.Y. 
Wilkins, Col. 
Burge Hospital 


James P. (ret.) asst. adm.— 


Springfield, Mo 
HOSPITAL AUXILIARIES 


Auxiliary of the Forrest Me- 
Hospital—Forrest City, Ark 


Woman's 
morial 
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We learned a lesson 
from a lineman 


“Safety is where I shine,” one of our 
linemen told us recently. “Safety's one 
of the most important parts of my job. 
But saving—and that’s important, too, 
for a family man—that’s too tough. 
Why don't you guys in the office make 
it easy for us—like that Payroll Savings 


Plan for U.S. Savings Bonds?” 


Of course, that is exactly what we 
want to do for every one of our people. 
We explained that to our lineman. But 
he certainly made us stop and think. 
Because if he didn’t know about our 
plan for buying U.S. Savings Bonds 
through Payroll Savings, then many 
other employees must be in the Same 


position 


We telephoned our State Savings 
Bond Director for help. He worked out 
a company-wide campaign for us. Ap- 
plication cards were placed in the 
hands of every person on our payroll. 
We had a fair participation when the 
campaign started. But within days 
afterward, we had an excellent per- 


centage of bond buying employees. 


It shows that practical people wel- 
come a chance to set up this sound 
savings plan. Today, particularly, there 
are more payroll savers than ever be- 
fore in peacetime. Look up your State 
Director in the phone book or write: 
Savings Bonds Division, U.S. Treasury 


Dept., Washington, D. C. 


HOSPITALS 
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‘Meinecke 


helps you serve 
more patients, better 


NO BED-JARRING BUMPS 
HNO NICKED, MARRED WALLS 
HE LOWER REDECORATING COSTS 





Armstrong-Stedman 
Molded Rubber 


BED BUMPERS 


¢ absorb shock, add to patient com- 
fort 
* maintain “good housekeeping" 
appearance 
* protect your investment in wall 
finishes, woodwork and furnishings 
Tough, resilient, smudge-proof, they sim- 
ply slip around each leg of any hospital 
bed. Bolt and nut embedded in the spe- 
cially compounded rubber fasten them in 
place quickly and easily. Small in cost, 
they start paying for themselves the day 
you install them! 


Standard 5” outside diameter affords all- 
round protection. Select type and inside 
size from these convenient diagrams: 
» ROUND POST Sizes 

bon :”, 1%”, 1%", 2” 









SQUARE POST 
Sizes 
"54%", 2" 
» GRACELINE POST Size 
1-13/16” x 15%” 





& Re , 
e 


All in rich walnut color. 

Lots of 6 doz. ... .$20.50 dox. 
Lots of 3 doz. .... 21.55 doz. 
Smaller lots ...... 22.40 dor. 


Prices in larger quantities on request 


Meinecke & COMPANY, neg IVI 


Over 65 years of continuous 
service to the hospitals of America 


221 Varick St. * New York 14 


Branches in Dallas, Los Angeles 
and Columbia, S. C. 











Pink Lady Volunteers, Ridgecrest (Calif.) 
Hospital. 
New Milford 
Fort Walton Beach 

iliary. 


(Conn.) Hospital Auxiliary 
(Fla.) Hospital Aux- 


Glynn-Brunswick (Ga.) Memorial Hospi- 
tal Auxiliary. 

Community Memorial Hospital Ladies 
Auxiliary—Cloquet, Minn. 


St. Thomas Hospital Guild—Akron, Ohio 

Women’s Auxiliary of Union County Me- 
morial Hospital—Marysville, Ohio. 

St. Anthony Volunteer League—Okla- 
homa City, Okla. 

Auxiliary to Collin Memorial 
McKinney, Tex. 


Hospital 


Recent additions fe the 
American Hospital Association 
library 
(Continued from page 97) 


VOLUNTARY HEALTH INSURANCE AND 


MEDICAL CARE; FIVE YEARS OF 
ProGrRess 1952-1957. Health In- 
surance Association of America. 


New York, 1958. 79 pp. 

WorkK OF STUDENT NURSES AND PUPIL 
ASSISTANT Nurses . . . A REPORT. 
Great Britain General Nursing 
Council for England and Wales. 
London, South-East Metropolitan 
Area Nurse-Training Committee, 
1957. 55 pp. 2s. 

Worip HEALTH ORGANIZATION: ITS 
GLOBAL BATTLE AGAINST DISEASE. 
Albert Deutsch. New York, Pub- 
lic Affairs Committee, 1958. 20 pp. 
25 cents. 

You AND MANAGEMENT. Daniel R. 
Davies and Robert T. Livingston. 
New York, Harper, 1958. 272 pp. 
$4.50. 


Your OPERATION. Robert M. Cun- 
ningham Jr. New York, Public 
Affairs Committee, 1958. 20 pp 
25 cents. 


The law-in-brief 
(Continued from page 103) 


tation, to bring about his expul- 
sion from the medical staff and to 
prevent him from practicing his 
profession. 


NO MALICE 


The court held that the failure 
of the board to accord the plain- 
tiff a hearing prior to withdrawing 
his staff privileges was merely a 
mistaken exercise of its authority, 
devoid of malice and bad faith. An 
acrid controversy over hospital 
policy which gave deep 
feelings and emotional display is 
“a far cry,” said the court, from a 
conspiracy to destroy a doctor’s 
good name and his profession. The 
grave responsibility of the board 
members for management of the 
hospital, of course, cannot be used 
as a cloak for malicious injury to 
others but this serious duty must 
be considered when the charge is 
made that personal harm has been 
effected under the guise of insti- 


rise to 








tutional welfare. Thus the con- 
spiracy claim failed. 

A Florida case involved a sur- 
geon and a county hospital whose 
medical board had adopted stand- 
ards and qualifications for major 
surgery which the plaintiff had 
failed to meet. Dade County v. 


Trombly, 102 So. 2d 394 (Fla. 
App., 1958). He sued, asserting 
that a public hospital may not 


restrict a licensed physician’s prac- 
tice therein as to his private pa- 
tients. The court ruled to the con- 
trary, citing a number of cases in 
which it has been held that a 
licensed physician has, at best, a 
privilege of practicing in a public 
hospital, not a right, and there- 
fore a public authority may pre- 
scribe reasonable rules and regu- 
lations defining the qualifications 
to practice medicine within its 
hospital. 

The plaintiff was not a graduate 
of an approved medical school, had 
not interned in a hospital ac- 
credited for internships, and could 
not produce professional refer- 
ences vouching for his ability to 
perform major surgery. These 
constituted a failure to meet the 
reasonable requirements of the in- 
stitution. It was the burden of the 
plaintiff to prove either (1) that 
he qualified under the hospital’s 
rules, or (2) that the hospital’s 
requirements were being applied 
to him arbitrarily and discrimina- 
torily. He did not carry his bur- 


den of proof. 


Hospital association meetings 
(Continued from page 6) 


Ontario Hospital Association — October 
28; Toronto (Roya! York Hotel) 
Oregon Association of Hospitals——Octo- 
ber 13-14; Gearhart (Gearhart Hotel) 
Comite des Hopitaux du Quebec—Jan- 
uary 21; Montreal (Headquarters of 
the Comite des Hopitaux du Quebec) 
Hospital Association of Rhode Island 


October 21; Providence (Sheraton- 
Biltmore Hotel) 

Saskatchewan Hospital Association 
October 15-17; Saskatoon (Bess- 
borough Hotel) 

South Dakota Hospital Association 


October 14-15; Aberdeen 
Vermont Hospital Association— October 
8-9; Burlington (Hotel Vermont) 
Virginia Hospital Association—Novem- 
ber 14-16; Roanoke (Roanoke Hotel) 
Washington Hospital Association——Octo- 
ber 15-16; Tacoma (Winthrop Hotel) 
West Virginia Hospital Association - 
October 16-18; Charleston (Daniel 
Boone Hotel) 
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Wyoming Hospital Association—October 
16-17; Casper (Memorial Hospital of 
Natrona County) 


AHA INSTITUTES 
(THROUGH MARCH 1959) 


Directors of Hospital Volunteers—Octo- 
ber 1-3; Washington, D. C. (Willard 
Hotel) 


Safety-Insurance——October 6-8; Wash- 
ington, D. C. (Shoreham Hotel) 
Workshop on Improving the Effectiveness 


of Supervision — October 6-9; Fort 
Worth, Tex. (Hilton Hotel) 
Medical Record Library Personnel——No- 


vember 3-7; Chicago (LaSalle Hotel) 

Nursing Service Administration No- 
vember 3-7; Philadelphia (Bellevue- 
Stratford Hotel) 

Physical Therapy November 10-14 
Kansas City, Mo. (Bellerive Hotel) 

Institute on Hospital Organization 
November 12-14; Austin, Tex. (Ste- 
phen F. Austin Hotel) 

Institute on Hospital Organization - 
November 17-19; Boston (Somerset 
Hotel) 

Disaster Planning November 18-20; 
Los Angeles ‘Ambassador Hotel) 

Methods Improvement——December | -3 
Denver (Cosmopolitan Hotel) 

“Staffing’’ Departments of Nursing - 
December 8-11; Chicago (Shoreland 
Hotel 

Hospital Housekeeping December 8- 
12; Los Angeles ‘Ambassador Hotel) 


How to handle four kinds of 
hospital interviews 
(Continued from page 42) 


turned and moved along by asking 
the patient, What 
gest we do? This 


would you sug- 
often brings a 
Well, I don’t know 


how you can do any better, but I 


reply such as, 


just wanted you to know how I 
felt about it, or it may give an 
opening for a reply which will 


lead to a more rational discussion 
of the problem 

In this type of an interview it 
is often to try to cor- 


rect the misinformation of the pa- 


necessary 


tient. Very often this can be ac- 
complished best by shifting the 


frame of reference. For example, 
if the patient is complaining about 
some particular thing that hap- 
pened to him, reply in 
terms of the needs of all the pa- 
tients and the total hospital pic- 
ture, or if the patient is complain- 


you can 


ing about the action of some 
specific personnel, you can shift 


the emphasis to a discussion of the 
general excellence of the hospital 
employees and the problems of 
finding an adequate number of 
competent people. 

It is also important to admit to 


mistakes which the hospital has 


made and not to try to cover it up 
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but to learn from the complaints. 
Then the interview can be closed 
with a general statement of the 
objectives, purposes of the hospital 
and its accomplishments. . 
REFERENCES 
1. Kahn, R. L. and Cannell, C 
Dynamics of Interviewing. p. 16. John 
Wiley and Sons, Inc., New York, 1957 


2. U.S. Navy Dept., Administrative Office, 
Departmental Civilian Personnel Di- 


F. The 


Manual 


vision, Employment Branch. 

of Employee Interviewing. U. S. Gov- 
ernment Printing Office, Washington, 
D.C., 1957 
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How the program affects 
hospitals 
(Continued from page 48) 
tant than ever to distinguish be- 
tween need and demand. Needs 
must be met, but demands that 
stem more from convenience than 
from medical necessity will have 
to be resisted. This will necessitate 
strong medical staff 
and board of trustee support. 
@® Because the government will be 
concerned with costs of providing 
care, an external interest in rising 
hospital costs wili result. Ways in 


organization 


which hospitals can become more 
‘‘productive’’—through better 
management, decreasing average 
length of stay, automation, etc 


will be examined and tested 


How will the plan affect new 
hospital construction? 


Here, perhaps more than in any 
othe: 
riding 
what each hospital proposes. When 


area, there will be an over- 


governmental interest in 
the costs of hospital care for a local 
community are being met by a cen- 
tral fund created by all the people 
of a province, then the provincial 
government has a two-fold respon- 
sibility to all its people to see that 


(1) essential needs are met and 
(2) no area receives a volume of 
care in excess of its requirements 


3ut a second factor will assist in 
this objective of meeting reason- 
able needs. In developing plans for 
the future, one of the significant 
features of national hospital 
insurance that it 
vides coverage for the chronically 


the 
program is pro- 
ill, Generally, Canadian acute care 
treatment facilities are reasonably 
adequate. Chronic care and reha- 
bilitation facilities, however, need 
expansion. Having chronic patients 
insured provides an opportunity 
for hospitals to extend the range 
of their 
share of the need and to coordinate 


services to meet a larger 
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| Saves 


WHEN YOU 
STANDARDIZE 
ON THE 





STAFF CHIEFS 


base decisions on exact blood- 


| pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
and accurately—everywhere in 


the hospital. 


MAINTENANCE MEN 


find repairs minimized: re- 


placement of parts simplified. 


THE ADMINISTRATOR 


both 
for the hospital. 


time and money 








BLOODPRESSURE STANDARD 
THE WORLD OVER 











IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER® 


W.A. BAUM CO.., Ino. 


COPIAGUE, L. I., N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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their services with other long-term 
care facilities in the community. 
With all chronic care services in- 
sured, financial considerations will 
no longer need to influence where 
patients should be treated. It will 
not be necessary, for example, for 
a chronically ill patient to be kept 
in a general hospital because that 
is the only type of institution in 
which his insurance benefits apply. 


How will the plan affect the 
need for administrators, trustees, 
and hospital associations? 


The large and complex program 
requires a substantial number of 
administrators at the central in- 
surance headquarters and in each 
hospital. The need for executives 
will, therefore, be increased. 

As society becomes more com- 
plex and government activities ex- 
pand, citizen participation in gov- 
ernment affairs becomes more 
essential than ever. While legisla- 
tors and cabinet ministers are fun- 
damental lines of communication 
between people and experts, we 
need the additional contribution of 
strong hospital boards and well- 
organized hospital associations. In 


recognition of this, it is significant 
that in practically every province, 
statutory provision has been made 
for the appointment of representa- 
tives of hospital and medical as- 
sociations either to the commis- 
sions administering the hospital 
insurance programs or to strong 
advisory councils. 

While some trustees may feel 
that with the departure of hospital 
deficits, their role is reduced, the 
majority will see in these great 
new developments both a continu- 
ing challenge and an enhanced op- 
portunity to give positive leader- 
ship in building a fine hospital 
system. bad 


What's ahead for the 
hospital accountant 


(Continued from page 50) 


the best possible care at lowest 
possible cost. 


8 Administrative functions in 
® hospitals should increase as 
a result of growth and expansion 


of services. This will make hospi- 
tals more complex and difficult to 





HOSPITALS @re /ooking at facts! 


...and hundreds of 
hospitals with Mosinee 
Turn-Towl washroom 
service have discovered: 


1. Towel service costs 
drop from 25% to 50% 
as compared to 
previous service. 


2. Janitorial costs in 
connection with towel 
service are usually 

cut in half. 


3. Users like the top 
quality of Turn-Towls. 


Write for name of 
nearest distributor. 


BAY WEST PAPER CoO. 


1120 West Mason Street, Green Bay, Wis. 
Subsidiary of Mosinee Paper Mills Co. 





coordinate alone. Administrative 
talent will be at a premium and 
the demand for educated and 
skilled departmental supervisors 
at its highest level. Hospital ac- 
counting will be a future in itself 
and not merely a stepping stone 
to another area. 

Other professions have devel- 
oped university courses to cover 
aspects of their business—mar- 
keting, accounting, purchasing, 
sales management, production con- 
trols, etc. What about hospital 
accounting with an emphasis on 
management development? This 
should be a great challenge in the 
future of hospital accounting. 

There will be ample opportunity 
at commensurate salaries for the 
young accountant if he can be 
adequately prepared for top ad- 
ministrative accounting work. He 
will become a respected member 
of the top management team 
where he will participate, con- 
tribute and 
and personally. 


professionally 
© 


grow 


Association section 


(Continued from page 58) 


benefits sufficiently comprehen- 
sive to remove the major eco- 
nomic barriers to hospital care 
for the retired aged. 

e. Such a_ program 
make benefits available through 
nonprofit prepayment plans. 

f. Hospitals should be paid 
fully for the cost of care ren- 
dered, 

g. Such a program should not 
services in facilities 
federal 


should 


provide 
operated by the 
ernment. 

h. Such a 
provide reasonable criteria to 
determine the eligibility of hos- 
pitals to participate, but the 
federal government should be 
precluded from interfering in 
the administration and opera- 
tion of hospitals providing the 


gov- 


program § should 


services, 

i. Such a 
maintain the free 
doctor and hospital by the re- 


program’ should 
choice of 


cipient. 

j. Such a should 
permit and encourage continu- 
ous adaptation to new knowl- 
edge in the provision of services, 


program 


HOSPITALS, J.A.H.A. 





JOHN H. HAYES 


Many a hospital administrator 
can well say: “Our buildings are 
all very old; but our employees 
are all ‘fireproof’. 

It would be too difficult to re- 
place them.” 

x * * 

Nowadays more and more of the 
items in the hospital’s armamen- 
tarium are made to be used just 
once—disposable. This could be 
carried too far; for instance, to 
paper uniforms, bed linens and 
dishes. We would have to install 
much larger incinerators. 

I can remember the time when 
we used to launder used gauze 
dressings, sterilize them and use 
them again. To conserve labor we 


now consume more material. Ulti- 
mately that might not be so good. 
“ FT Ff 

Don’t forget to jot down each 
day the amusing incidents in your 
hospital; because there may come 
a day when you will be asked to 
write a column like this. 

Then you'll be sorry. 

x 2 

Old gardeners never die. They 

just spade away. 
xk * 

In writing, both sense and non- 
sense are accentuated and im- 
proved when they are well inter- 
mingled. 

x * * 

If it were not for picnics we 
might never have learned what 
industrious creatures ants are. 

x ®& ® 

Too bad that hope and courage 
cannot be compounded into pills 
or compressed into steel cylinders 
to attach to anesthesia apparatus. 

x * * 

If pipe and cigar smokers are 
less likely to develop lung cancer 
than are cigarette smokers, it 
could well be that the smoke from 


burning cigarette paper is the 
culprit. 

But the paper is needed to hold 
the filter, the tobacco and the 
brand name. 

Wouldn’t it be awful if “less 
paper smoke” were added to “more 
filter traps’ in cigarette adver- 
tising? 

x *«* * 

The reason why some people 
find life so difficult is that they 
also find it hard to take it easy. 
The trouble with others is that 
they are alive and kicking. 

Re Ain 

In Ritz Heerman’s hospital they 
record the newborn’s first cry and 
give the record to the parents. 

What do they do when triplets 
are born? Do they use a three 
speed record? 

And how about recording what 
papa says when he learns that 
there are three of them? 

x * * 

Ungrammatical, but true: 

The people you do things TO 
are usually more determined to 
get even with you than are the 
people you do things FOR. 
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HOSPITAL 
PARENTERAL 
SOLUTIONS 


DOUBLE NEEDLE 


FTale| 


PLASTIC AIR FILTER SETS 


RELIABLY STERILE 
DURING ADMINISTRATION 


the CONTINENTAL GR) PHARMACAL Co. 


CLEVELAND 11, OHIO 











Classifications: Classified advertis- 
ing age Nr to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7 Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per in- 
sertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations. 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 
HOSPITAL FORMS. Quality printing. 
Prices. Send 








Truly rapid service. Low 

sample or rough draft for quotation. Hos- 
pital Printers, 1830 M Street, Merced, 
California. 





MISCELLANEOUS 


Investment syndicate is interested in pur- 
chasing proprietary profit making open 
staff hospitals anywhere in the United 
States. Will retain present personnel and 
maintain high standard public and patient 
relations. Unlimited cash available. All 
replies will be held in strict confidence. 
Address HOSPITALS, Box I-25. 


WANTED 


PROGRESSIVE SALES BROKERS: for 
Nu-Method Pill Pack. See our advertise- 
ment in HOSPITALS Guide Issue, p. 435 
CADDIE CREATIONS, 712 S. Pulaski Rd., 
Chicago 24, Illinois. 


POSITIONS OPEN 


GENERAL DUTY NIGHT NURSE. Immedi- 
ate ey 2 bed, modern, JCAH fully 
accredited hospital located in central Ari- 
zona in heart of Verde Valley. Elevation 
3500 ft., ideal year round climate within 
few minutes of beautiful Oak Creek Can- 
yon and 150 miles from Grand Canyon. 
Only 2 hours drive to Phoenix, a rapidly 
growing metropolis. 5 day 40 hour week; 
starting salary $280 with periodic increases; 
paid vacation: sick leave; holidays. Blue 
Cross available; Social Security. Apply to: 
Director of Nurses, Marcus Lawrence 
Memorial Hospital, P. O. Box 538, Cotton- 
wood, Arizona. 


ADMINISTRATIVE PHYSICIAN: As only 
medical member of top Planning Board 
for large Federal Agency, participates in 
research and planning for a variety of 
programs including major hospital and 
medical programs. Full-time, continuing 
position of high grade with Civil Service 
benefits. Write to 3372 Stuyvesant Place, 
N. W., Washington 15, D. C. 























NURSE ANESTHETIST: position open at 
Lake Forest Hospital in one of Chicago’s 
loveliest suburbs. Modern 65-bed general 
hospital currently expanding to 104 beds. 
Forty-hour week. Excellent salary, Living 
quarters available on beautiful hospital 
grounds. Write: Personnel Director, Lake 
Forest Hospital, Lake Forest, Illinois. 


«. JMINISTRATOR for CHRONIC HOSPI- 
TAL: 137 beds. Excellent opportunity for 
experienced and willing individual. All ap- 
plications must be in writing and will “ 
treated in confidence. Address: J. R. Bo- 
gante, Q. C., President, Jewish Hospital 
of Hope, 10 St. James Street, E., Mon- 
treal, Canada. 
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CLASSIEIEDY/ 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) New gen. hosp., 
135 beds; coll. town, N. Eng; pref. one with 
Master’s, 5 yrs’ exp; $10,000. (b) Ass’t in 
charge of outpatient clinic, 1000-bed hosp; 
tch’g unit; $15,000-$16,000; Midwest. (c) 
Community hosp., 40 beds, currently under 
constr; small town in Va; prosperous area; 
$7000. (d) Ass’t, 500-bed hosp., affil. med. 
schl; So. (e) Ass’t; master’s Hosp. Adm., 
min. 2 yrs’ exp. as ass't req; 325-bed gen. 
hosp; Calif. (f) Ass’t; Master's Hosp. Adm., 
several yrs’ exp. req; 600-bed gen. hosp; 
E; $7-$10,000. (g) Ass’t by med. adm., 300- 
bed gen. hosp, pref. yg woman with Mas- 
ter’s in Hosp. Adm or nursing; coll. town, 
MW; $7200. H10-1 


ANESTHETISTS: (a) New 200-bed gen. 
hosp; small town, near 2 lge cities, W. Va; 
$5800-$7000. (b) Chief; 200-bed; univ. & 
resort city on Rio Grande; $6600. H10-2 


DIETITIANS: (a) Chief; 200-bed hosp; 
resort town, Mich; $6500. (b) Chief; 75- 
bed hosp; Alaska; $7200. H10-3 
DIRECTORS OF NURSING: (a) Qual. or- 
ganize nrsg serv & educ; 500-bed hosp; 140 
students; univ. city, So; $10,000. (b) 85- 
bed hosp; near Los Angeles; $6600. (c) 
Ass’t dir. of nurses; 400-bed hosp. outside 
US, 75° mean temp; $7000 up. H10-4 

Gen. 385- 


EXECUTIVE HOUSEKEEPER: 
bed hosp. increasing to 500; univ 
Chicago. H10-5 


EXECUTIVE PERSONNEL: (a) Account- 
ant qual. to serve as financial consultant 
to group of 12 hosps, one in S.C., others in 
MW; some travel; excel. potential, oppor 
become controller for entire group. (b) 
Controller; 900-bed univ. hosp., SW; to 
$8500. (c) Personnel & purchasing direc- 
tors, group of 62 hosps; $10-12,000 and $8- 
$10,000 respectively; E. (d) Personnel dir; 
newly created post; 350-bed hosp; Chgo 
area. (e) Public relations dir; capable of 
conducting in-serv. training prog; 250-bed 
gen. hosp; near NYC. H10-6 


city near 


FACULTY POSTS: (a) Coordinator for 
school, 70 students in 220 bed hosp; new 
position in est. prog; outside US, $6000 
(b) Psy. instr; collegiate schl; ideal Fla 
location; $5200. H10-7 


FOOD SERVICE DIRECTOR: 
hosp; near San Francisco; $7200. 


RECORD LIBRARIANS: To 


Gen 300-bed 
H10-8 


(a) succeed 





chief after long tenure; 500-bed gen. hosp; 
city 165,000 on Long Island; $5500. (b) 
Chief: new 70-bed gen. hosp; 20 miles 
from Honolulu; $400. H10-9 
SUPERVISORS: (a) Night; 300-bed gen. 
hosp; Manhattan; $5000. (b) Supervisor, 
Intensive Therapy; 13-bed surg. unit; 1000- 
bed univ. med. center, MW; $5000. (c) 
Operating room; operations average 70 
daily: 700-bed hosp. increasing to 850; 
$450-$600. med. center, SW. H10-10 
SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
55 East Washington Street 
Chicago 2, Ill. 
ADMINISTRATORS: (a) Large hospital 


near Washington, D.C. Degree in hospital 
administration plus good experience as ad- 
ministrator or assistant. $13,000. (H-2367). 
(b) South. 125 bed hospital-winter resort 
area, (H-2262). (c) Middle West. 100 bed 
hospital near Detroit. Planning on expan- 
sion to 200 beds. (H-1852). (e) East. 115 
bed hospital $8400. (H-2396). (f) East. 60 
bed hospital $6500. (H-2397). (g) Middle 
West. 65 bed resident for aged to be built. 
Will have full charge of organizing project. 
To $10,000. (H-2255). 





























SHAY MEDICAL AGENCY continued 


(a) Credit col- 


EXECUTIVE PERSONNEL 
bed hospital. 


lection manager. South. 50 
(H-2357). (b) Personnel director. South- 
west. 500 bed hospital. (H-2195). (c) Con- 
troller-business manager. Middle west. 395 


bed hospital. To $10,000. (H-2375) (d) 
Purchasing Agent. East. 500 bed hospital 
(H-2229). (e) Personnel director. Middle 


West. 275 bed hospital-600 employes. $6,000 
minimum. (H-2346). 


Note: We can secure for you the position 


you want in the hospital field, in the 
locality you prefer. Write for an appli- 
cation—a postcard will do. ALL NEGO- 


TIATIONS STRICTLY CONFIDENTIAL 





OUR 62nd YEAR 


TMrEs 





145 \.Wabash-Chicago, III 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Med; adm entire 
program of educ & med treatmt (req’s ex- 
per treating epilepsy or allied conds); lge 
rehabilitation cntr; $10-12,000 plus house & 
mtce; SE. (b) 700 bd, gen! hsp, fully- 
apprvd; substantial; city 100,000 E. No.- 
Central. (c) 140 bed, genl, vol, JCAH hosp; 
to $10,000; twn 25,000, New Eng. (d) Two, 
vol, genl, JCAH hsps, 250 bds combined, 
100 bd expansion prog soon, Catholic com- 
munity; very cooperative Board; attrac 
twn 35,000, MW. (e) Modern, genl, 60-bd 
hsp, ready-to-open; about $10,000; not too 
far from lge city, NW. (f) New genl, 120 
bd hosp; oppor $10,000; very Ige indus, 
univ city, MW. (g) 125 bed, JCAH hsp, 
expdnd’g to 150 bds; New Eng. (th) 140 
bed, chronic disease & convalescent. JCAH 
hsp; recently completed $250,000 remodel’g 
project; about $10,000; Ige univ city, MW 
(i) Very lge genl hosp, affild 3 impor med 
schls; reorganization prog; report dir to 
Med dir whose primary functions are pro- 
fessional aspects of operation; will have 2 
assistants; about $13,000 possibly more; E 
(j) 110 bed, new hsp; lge city w/excl med 
schl on Great Lake 


ASSISTANT ADMINISTRATORS: (k) 
Med adm; 100 bd, tb san; diag & treatmt 
of all forms of TB; active resrch prog 


tchg affil w/Mayo fndtn; sal & furnd home 
(1) Grp of hsps total’g 700 bds; all fully 
apprvd & med sch! affild; $6,500; univ city, 
400,000, SE. (m) 400 bd, fully apprvd, genl, 
vol hsp; will open 120 bd rehabiln unit; 
$7500 & up; MW 


ADMINISTRATIVE 
V; civil serv; req’s 
also exper PH adm; 
Clinic mgr; 8 man grp; $7200 start 
(p) Personnel Dir; req’s deg, Personnel 
or Indus Rels, plus 5-6 yrs personnel wk; 
350 bd, fully-apprvd, genl, vol hsp; lge 
univ city, MW 


Mgr 
adm; 


(n) Bus 
deg—accntg & 
$9,000; Ige city 


POSTS 


EXECUTIVE HOUSEKEEPERS: (a) Able 
supv entire dept, ass't in plann’g new facil 
tech backgrd 


must have strong admin, 
hsp now 400 bds, bidg all new, very lge 
metropolitan area; E. (b) 


facil; to $7500; 
Full chge dept; fully apprv’d gen hsp 300 


Duties incl full 


bds; lIge Calif city. (c) 
reorg dept; 300-bd vol gen hsp: Chgo area 
$4800. (d Apprv'd 80-bd ped hsp; sal & 
full mtce, 2-rm apt; NYC vicin. (e) Hsp 
now expand’g to 300 bds; pref cand in SE 
area; city 30,000; W. Va (f) Hsp now 
compl expan prog to abt 100 bds; newly 
created posi; friendly twn 15,000; MW. (g) 


Gen hsp 300 bds; to $5000; lge city nr im- 
por univ med ctr; E 





A & G MEDICAL PERSONNEL AGENCY 
834 Second Street 
Lancaster, Pennsylvania 
Our services are limited to securing posi- 
tions for Physicians, Dentists, Residents, 
Interns, Nurses and _ Technicians In- 


quiries confidential. Write for further de- 
tails. NO REGISTRATION FEE 


HOSPITALS, J.A.H.A. 

























DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Il. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person 
nel Directors, Business Managers, Dieti 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriologists, 
Biochemists, Medical Technologists, X-Ray 
Technicians, Food Service Managers. A!/ 
inquiries from applicants are kept strictly 
confidential 


TWO NURSE SUPERVISORS, THREE 
GENERAL STAFF NURSES: immediate 
opening; 84 bed hospital located in lake 
resort area only 65 miles from Chicago; 
5 day, 40 hour week. Starting salary 
commensurate with experience and quali- 
fications range to $350.00 for supervisors; 
for general duty staff nurse to $325.00, 
with periodic inorenees Free meal daily, 
four uniforms laundered weekly, sick leave 
to 21 days, vacation time to 21 days. Apply 
to L. H. Furlong, Administrator, Fairview 
Hospital, La Porte, Indiana. 





ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAPY — Modern tuberculosis hospital 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportunity 
for progressive administrator esume to 
Director, Occupational Therapy, Emily P. 
Bissell Hospital, 3000 Newport Gap Pike, 
Wilmington 8, Delaware 








NURSE ANESTHETIST: Experienced. New 
modern hospital in central Connecticut on 
main parkway. Surgery and Anesthesia 
Suite completely new. Good housing, ex- 
cellent meals, favorable salary schedule 
and other benefits. Apply Administrator's 
Office, The Meriden Hospital, Meriden 
Connecticut 





MEDICAL RECORD LIBRARIAN. 100-bed 
general hospital. Good living and working 
conditions Apply administrator G 
Willcox Memorial Hospital, Lihue, Kauai, 
rritory of Hawai 

REGISTERED " NURSES For a 201 bed 
University Hospital. Starting Salary $270- 
$285, rotating shifts with pay differential 
40 hour week add other liberal policies 
Write; Director of Nursing, University of 
Nebraska College of Medicine; 42nd and 
Dewey, Omaha 5, Nebrask 








ANESTHETIST: R.N.A. for nearly new 
114 bed general hospital. Hospital cafe- 
tera. energetic medical staff, excellent 
starting salary with time and merit in- 
creases. Liberal emplovee benefit progran 
or free lance basis. Write Administrator, 
Coffevville Memorial Hospital, Coffey- 
ville, Kansas 


NURSE ANESTHETIST RNA, to com- 
bine part-time anesthesia and surgical su- 
pervisor in 100 bed accredited hospital 
Apply G. N. Wilcox Memorial Hospital 
Lihue, Kaua , oe 





EMPLOYER'S SERVICE 
J. A. Dargis 


Rand Tower, Minneapolis 2, Minn. 


ADMINISTRATORS, EDUCATIONAL DI- 
RECTORS, INSTRUCTORS, ANESTHE- 
TISTS, DIETICIANS, PHARMACISTS, 
DIRECTORS OF NURSING, TECHNI- 
CAL and EXECUTIVE PERSONNEL. Send 
for registration form TODAY tell u 
confidentially about yourself and the posi- 
tion you would like 





REGISTERED LABORATORY TECHNI- 
CIAN Top position open for male or 
temale A.S.C.P. registrant. Write or phone 
Administrator, Canonsburg General Hos- 
pital, Canonsburg, Penna 





(a) DIRECTOR OF NURSING: Admin- 
ister and coordinate work of nursing serv- 
ice and school of nursing. Prefer masters 
degree in education or adn istration 
with successful experience ASSO- 
CIATE DIRECTOR OF NU RSING in 
charge of school of nursing. Prefer mas- 
ters degree in education but BS acce ptable 
if accompanied by proven ability 
accredited, non-sectarian hospital of 
beds including 125 non-acute beds 
NLN accredited, diploma school 
students. University affiliation for 
sciences. Excellent salary, personnel 

cies and working conditions 

apartment at reasonable rent 

City of 110,000 located in 

recreational area Write Personnel 

tor. St. Luke's Hospital, Duluth 11, Minne- 


sota 





DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
person. Salary commensurate with train- 
ng and = erience. Liberal benefits. Apply 
Personnel Director, Iowa Methodist Hospi- 
tal and Raymond Blank Memorial Hospital 
for Children, Des Moines. Iowa 





DIETITIAN A.D.A 150 beds 

ing and equipment. Full charge 
purchases, diets and perso 
paving $5,000.00 or better 
experience. Write to Admir ‘ 
field Hospital, Clearfield, Pennsy]! 





CHILD PSYCHIATRIST 

rect child guidance clinic assoc 
Chi Idrens Hospital, San Diego 
ia. Starting salary $15-20,000 
rience. Send pl to Richard 


ote AL LIB RARIAN 
bed |} 
ea 


Hospital nd, C 


POSITIONS WANTED 





ADMINISTRATOR: nine years experience 
hosvitals under 50 beds Member AHA 


and State. Available at once. Address HOS- 


PITALS, Box I-63 








ASSISTANT SUPERINTENDENT’ Large 
eastern teaching hospital, wants to relo- 
cate, Mid-South or West preferred, hospi- 
tal size immaterial. Address: HOSPITALS 
30x I-68 





ASSISTANT ADMINISTRATOR: B.S. and 
M.P.H. degrees. Several years hospital ex- 
perience. Address HOSPITALS, Box I-67 


OUR 62nd YEAR 


WOODWARD esses 


FORMERLY AZ 


$5 \Wabash-Chicago, IIL 


Telephone RAndolph 6-5682 





BUREAU 


ADMINISTRATOR: 1 yr, coordinator, ex- 
celnt foreign hsp; 4 yrs exper. assoc dir 
800 bd, genl hsp; superior trng & exper 
al hsp adn includg expansior 


MHA degree 


ASSISTANT AD MIN yet to ATOR AHA 
BA, bus adn MS, hsp 10 mos, med 
serv & purchasg, 750 bd, ‘SCAH hsp; seeks 
asst adm position, hsp 100 & up; South, Sc 


West, PacNW;: Age 26 ; 
EXECUTIVE HOUSEKEEPER: early 50's 


coll degree; cons adm exp in geriatric facil 
2 yrs full chge bldg serv, lge TBc hsp 


NE only 
EXECUTIVE HOUSEKEEPER 
9 x f 


past 2 yrs, full chge, 250-bd vol gen 


eeks similar posi; West, SW 


PATHOLOGIST Cert’d Path Anat 
elig, Clin Patt rotating internshp, 
bds, genl hsp; 3 yr layo fellow 
Path, Post-Mortem, Path, Clin Patl 
instructor, Path, state univ; 1 yr, Pat 
bd hsp; AOA 


RADIOLOG IST AOA: I ‘ompleted 
por univ hsp; 1 yr, priv pract, diag & tl 


apeutic prefer 100,000 





THE MEDICAL BUREAU 

M. Burneice Larson—Director 

900 North Michigan Ave 
Chicago 11, Illinois 


ATOR 


FACHA 
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Classified advertising is the lowest-cost method of adver- 
tising. It can serve your hospital effectively when you are 
recruiting employees or when you have used equipment 


Here is the audience for your advertisement 
PITALS’ subscribers include more than 9,000 hospitals and 


administrators, 
board members 


others. 


1,800 department heads, 700 governing 
in addition to approximately 4,500 


The classified advertising rate is 30 cents per word with 


HOS- a minimum of $4.50 per insertion. Deadline: 30 days be 
fore publication date of the issue. 
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BUFFERIN 


ANTACID ANALGESIC 


fill 


the PISTOL-MvERS CO., NEW YORK, N.’: 


MADE IN U.S.A. 


Comire! tay 


BUFFERIN. 
need 


Quickly, Economically 


BUFFERIN 1,000’ 


in amber bottles especially designed for the modern hospital pharmacy. saves dispensing time 
saves shelf space 


saves money 


Burrerin—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BuFFERIN contains no sodium, thus is suitable 
for patients on salt-free diets. 


Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate. 
Clinical Data Available on Request 


OF BRISTOL MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 





University Microfilms 
313 North First Street 
Ana Arbor, Mich. 


THE ALL NEW 





di 
AMERICAN SOO’ OBSTETRICAL TABLE 


a 


Years of research in obstetrical posturing have been combined 
with a completely fresh design approach in developing the 
Amsco ‘‘800”’ table. The result is an obstetrical table so compact, 
so maneuverable and so efficient as to be truly revolutionary in 
its advantages for operative as well as perineal route delivery. 
From the narrow, flowing lines of the flexible top to the 
permanent or portable power base... the 800” is new. 


e finger-tip controls 

@ retractable foot section 

@ retractable 12" delivery shelf 

@ ratchet type legholder sockets 

@ flexible head and foot sections 

e@ wide perineal opening for postpartum drainage sannaieisiiihien aitlldien 


. each is new, exclusive and vital to the convenience of the 
obstetrician and the welfare of the patient. 

Every hospital and every obstetrician will have a direct interest 
in this dramatically better table. Fully illustrated brochure 
TC-224-R is available without obligation. 





A M E R ] a A N World's largest designer and 


manufacturer of Sterilizers, Operating 
Tables, Lights and related 


S T E RI L I ne E R hospital equipment 


ERTE*PENNSYLVANIA Unobstructed surgical approach 














